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Abstract 
Background 
In response to demographic changes, increasing rates of chronic disease and 
demand for primary health care services, since the early 2000’s Australia has 
increased the number and roles of general practice nurses (GPNs). There is a 
scarcity of evidence establishing whether the increased availability and use of 
nursing care in general practice has resulted in improved patient outcomes. Two 
key quality outcomes – patient satisfaction and enablement – have been examined 
extensively as outcomes of general practitioner care; however an evidence gap 
exists regarding these outcomes in relation to GPN care. The aim of this study was 
to examine the relationship between general practice and GPN consultation 
characteristics, and patient satisfaction and enablement. 
Methods 
A concurrent mixed methods study was conducted. The quantitative component 
consisted of a cross-sectional study of 678 patients (response rate = 41%) 
receiving GPN care in 21 general practices in the Australian Capital Territory. 
Patient Enablement and Satisfaction Surveys were distributed to these patients 
between September 2013 and March 2014. Multilevel mixed effect models were 
used to analyse these data. The qualitative component took a grounded theory 
approach to in-depth interviews with GPNs (n=16), patients (n=23) and practice 
managers (n=9) from these same general practices. Data generation and analysis 
were conducted concurrently using constant comparative analysis and theoretical 
sampling. After the separate quantitative and qualitative analyses, findings were 
integrated. This involved quantification of selected qualitative variables for 
inclusion in multilevel analyses and a secondary integration of findings. 
Findings 
The results of this study provided evidence of: 
 a significant association between patient satisfaction and Nursing scope of 
practice and autonomy, Continuity of GPN care, Patients making 
appointments to see a particular GPN, Consultation type and Duration of 
consultation; 
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 a significant association between patient enablement and Nursing scope of 
practice and autonomy, Consultation type and Duration of consultation; 
 behaviours that characterise ‘the just right nurse’; 
 an interconnection between patient satisfaction and enablement. 
This evidence is presented in the form of a theoretical model called, developing a 
positive patient experience with nurses in general practice: an integrated model of 
patient satisfaction and enablement. This process-based model includes general 
practice and GPN consultation characteristics underpinning actions and 
interactions that support the triggering of health care partnerships between 
patients and GPNs, and tailoring care to meet each patient’s unique needs.  
The effectiveness of this model is contingent on the general practice context in 
which it operates. Examination of characteristics that support broad scopes of 
nursing practice coupled with high levels of autonomy facilitated an understanding 
of ‘enabling’ and ‘less-enabling’ general practices. 
Conclusion 
This integrated model of patient satisfaction and enablement is a practical tool to 
inform education and training for GPNs and other clinicians, particularly in 
relation to the management of patients with chronic and long-term conditions.  
This evidence provides impetus to deepen our insight into general practice models 
of care that facilitate enhanced nursing scope of practice and autonomy, continuity 
of care and adequate time for nursing consultations. Integral to patient-centred 
care, these interprofessional models are the key to optimising GPN roles and the 
associated quality patient outcomes.  
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Definitions 
Nursing scope of practice 
The definition of ‘nursing scope of practice’ has two levels. Firstly the professional 
scope of practice refers to “the full spectrum of roles, functions, responsibilities, 
activities and decision-making capacity which individuals within the profession 
are educated, competent and authorised to perform” [1]. This is defined through 
nursing “competencies and the code of conduct and code of ethics for nurses [and 
midwives] in Australia” [2]. Secondly, each nurse and midwife has an individual 
scope of practice, which refers to an “area of tasks, procedures and actions a nurse 
[or midwife] can legally and safely undertake according to their training and 
education” [3].  It is related to their individual skill base, which individual nurses 
and midwives can expand through ongoing professional development. This is 
usually initiated in response to the clinical needs of the community in which the 
nurse is working and is driven by a desire to improve health outcomes and access 
for the community [3].   
Nursing autonomy 
Nursing autonomy has been defined as “the freedom to act on what you know is in 
the best interests of the patient . . . to make independent clinical decisions in the 
nursing sphere of practice and interdependent decisions in those spheres where 
nursing overlaps with other disciplines. It often exceeds standard practice, is 
facilitated through evidence-based practice, includes being held accountable in a 
constructive, positive manner, and nurse manager support” [4:60]. A nurse’s level 
of autonomy is usually related to their scope of practice; as a nurse’s scope of 
practice expands, so does their capacity to work autonomously. A critical element 
of nursing autonomy is inter-collegial interdependence [5], which in general 
practice generally refers to collaboration with GPs; a shared understanding of 
roles and responsibilities. Autonomy can be a source of satisfaction for nurses, but 
only when “coupled with supportive and cohesive professional relationships with 
both nursing and medical colleagues” [6]. 
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Patient enablement 
Patient enablement has been defined as an intervention through which a health 
care provider works to enhance patients’ ability to manage their health and life 
through recognising and promoting their means of doing this [7]. 
Patient satisfaction 
Patient satisfaction has been defined as patients’ reactions to critical elements of 
the structure, process and outcomes of their health care experience [8]. It has also 
been described as the contrast between patients’ perceptions of ideal health care 
and the care they receive [9].  
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Chapter One: Introduction 
The first point of contact between patients and the health system is most often 
primary health care. It is at this point that there is opportunity to prevent minor 
conditions from worsening, to promote good health and to manage acute and 
chronic conditions in a way that prevents them from deteriorating. Primary health 
care delivery creates the foundation for equity and quality of health in populations 
[10]. It is acknowledged internationally that strategic and cost-effective 
opportunities to address systemic health system challenges are available through 
the provision of effective, high quality, interprofessional approaches to primary 
health care [11, 12].   
General practice is the most frequently accessed form of primary health care in 
Australia. This small business model of health care provision is the front line of 
generalist management for the community [13]; however, it is not the only point of 
access to primary health care, which is also provided through community and 
district health services. While the importance of all of these services is 
acknowledged, the focus of this thesis is on care provided in Australian general 
practice.  
In common with much of the developed world, Australia has experienced 
demographic changes, influenced by an ageing population and an increasing 
burden of non-communicable and chronic diseases, which have driven an agenda 
to improve the coordination of prevention and management of these conditions 
[14]. These circumstances have made the work of general practitioners (GPs) more 
complex and challenging in coordinating and delivering primary health care 
services, and were further exacerbated by a shortage of GPs [15]. In response to 
this, there has been a shift in policy focus of Australia’s health system to the 
primary health care sector [16].  
Expansion of the primary health care workforce through recruitment and 
retention strategies, supporting teamwork and the development of scope of 
practice, were identified as priority areas to enable Australian general practice to 
meet the changing population needs [17]. Part of this response was to increase the 
role of general practice nurses (GPNs), aiming to support, rather than replace, the 
shrinking and overworked medical workforce [18, 19]. Australia’s response 
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mirrors that of other Organisation of Economic Co-operation and Development 
(OECD) countries, where changes to skill mix between doctors and nurses have 
been found to improve the efficiency of services without compromise to the quality 
of care [20]. 
In 2011 the Australian Primary Health Care Research Institute (APHCRI) at the 
Australian National University was commissioned to develop a toolkit to support 
the evaluation of nurse-led clinics in general practice. A review of the literature at 
that time made it apparent that a considerable body of evidence existed regarding 
GPNs since the early 2000s in Australia, including the rapid rise in numbers of 
GPNs in response to government policy initiatives, descriptions of the 
demographics of GPNs, factors influencing their integration into Australian general 
practice and the impact they have made on general practice at an organisational 
level [21-31]. Despite calls for examination of the impact of GPNs on patients’ 
health outcomes since the mid-2000s [32, 33] a paucity of this type of research had 
been conducted. If we are to prioritise patient-centred care, it is essential to 
establish whether the care provided by GPNs is resulting in improved patient 
outcomes.  
Examination of the quality of care rather than clinical outcomes provides a means 
to evaluate patients’ experiences of individual health care providers as opposed to 
outcomes resulting from the co-contribution by a number of providers. Two key 
indicators of the of consultation quality care are patient satisfaction and 
enablement [34].  
Much of the work on quality in United Kingdom (UK) general practice has focussed 
on primary health care teams, which are comprised of GPs, GPNs and support staff. 
This is reflective of the different points of evolution and infrastructure of general 
practice in these countries. The transfer of tools developed to measure quality in 
this context is not always appropriate; however, the use of concepts and theory to 
inform an approach to quality measurement in Australia is beneficial. With this in 
mind and due to an absence of surveys developed and validated specifically for the 
assessment of GPN care, the Patient Enablement and Satisfaction Survey (PESS) 
was developed and validated for the evaluation of nursing care in Australian 
general practice [35]. This survey was included in the toolkit the APHCRI had been 
commissioned to develop. 
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The PESS was based on the Client Satisfaction Tool (CST) [36] and the Patient 
Enablement Instrument (PEI) [37] and further developed and validated for the 
evaluation of nursing care in Australian general practice [35]. The CST and PEI 
were considered a valuable foundation due to: their origins in primary health care; 
their acknowledgement of client singularity, central to the concept and delivery of 
patient-centred care; the CST for its grounding in nursing theory; and the ease 
with which they could be scored and applied in a variety of practice settings [35]. 
The peer reviewed paper describing the development and validation of this survey 
is provided in Appendix 1. 
Once the PESS was developed, its use for examining the impact of GPN care was 
the intuitive next step. In addition to identifying significant associations between 
chronic disease management and patient satisfaction and enablement [38], the 
pilot study of the PESS revealed a number of ways in which this survey could be 
strengthened to inform future research. This is described in the peer-reviewed 
publication provided in Appendix 2.  
A comprehensive background of evidence regarding GPNs in Australia is presented 
in Chapter Two. This includes an overview of government policy initiatives 
underpinning GPN activity in Australian general practice, and a comparison of 
these with the UK and New Zealand (NZ). Examination of the literature examining 
patient satisfaction and enablement in general practice highlights that while some 
research has been conducted examining patient satisfaction arising from GPN care 
in recent years [38-43], the pilot study of the PESS is the first to begin to examine 
patient enablement arising from GPN care [38]. The majority of research has 
examined the relationship between specific general practice and consultation 
characteristics and patient satisfaction and enablement arising from the care 
provided by GPs and primary health care teams. As such, a gap in the knowledge 
regarding these key quality outcomes arising from GPN care persists.  
With this in mind, the primary research question for this study is: What is the 
relationship between general practice characteristics and nurse consultation 
characteristics, and patient satisfaction and enablement arising from nursing care in 
general practice? The answer to this question is essential to provide evidence of 
the impact of nursing care in general practice. This evidence also provides an 
avenue through which we can elicit how the central health providers in general 
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practice, GPs and GPNs, can complement each other and, as such, work to ensure 
that patients are realising optimum quality of care.  
In addition to the review of the literature presented in Chapter Two, the findings of 
the pilot of the PESS informed the development of the PESS version 2, which was 
the tool of choice for this study. This study is conducted in the Australian Capital 
Territory (ACT) and as such was called the ACT Patient Enablement and 
Satisfaction Study (ACTPESS). 
An overview of the literature regarding the measurement of quality in health care 
is provided in Chapter Three. This informed the development of a framework to 
guide the ACTPESS. Due to the complex and dynamic nature of general practice 
both quantitative and qualitative methods were used to capture different 
dimensions of this primary health care setting. A description of the concurrent 
mixed methods approach taken to the ACTPESS and the critical realist position 
underpinning the study are also described in this chapter.  
Chapter Four describes the quantitative investigation of patient satisfaction and 
enablement using a cross-sectional survey of 21 general practices in the ACT. A 
detailed analysis of the results is presented in Chapter Five. Chapter Six describes 
the qualitative exploration of participants’ perceptions of general practice 
characteristics influencing implementation of the GPN role and of GPN 
consultations. This is conducted through face-to-face interviews. The findings of 
this exploration are reported in Chapter Seven. This qualitative component of the 
ACTPESS took a grounded theory approach; in line with this and in recognition of 
the central presence of the researcher in qualitative research, these chapters are 
written in the first person. 
The integration of the findings from each component of the ACTPESS is presented 
in Chapter Eight. Chapter Nine presents a discussion of the findings in context with 
the current literature. The concluding chapter of this thesis, Chapter Ten, discusses 
the implications of these research findings for future studies, Australian health 
care policy, individuals, general practice organisations and general practice 
nursing education.     
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Chapter Two: Nursing in general practice 
2.1 General practice in Australia 
Historically nurses have had a small role in general practice in Australia. Until the 
early 2000s general practices were predominantly comprised of GPs, who are 
usually the owners. The work of GPs is reimbursed through Medicare, the national 
public health insurer, through a mix of payments, including fee for service (FFS) 
payments, some incentives, and some capitated payments. In order to be paid a 
FFS rebate, health providers must have registered Medicare provider numbers, 
which are available to GPs and endorsed nurse practitioners, although are not 
available to GPNs, also referred to as practice nurses (PNs). Service based 
incentive items exist, which enables payments directly to GPs, and some capitated 
outcome payments, which are paid directly to the general practice. These 
incentives are aimed at supporting activities that improve quality, access and 
patient outcomes. For example, the current Practice Incentive Program (PIP) 
contains ten individual incentives for general practices for: asthma management; 
after hours care provision; cervical screening; diabetes management; use of 
contemporary eHealth tools; provision of services to residential aged care 
facilities; better management of Aboriginal and Torres Strait Islanders; activities 
that enhance quality prescribing; teaching; and additional payments to practices 
located in rural and remote areas, plus payments encouraging GPs in these areas to 
support local surgical, anaesthetic and obstetric services [44]. Some of the services 
provided under this program can be provided by GPNs in collaboration with GPs, 
such as the development of diabetes and asthma care plans and review of patients 
at regular visits. In addition to Medicare Benefit Schedule (MBS) rebates, GPs are 
able to charge patients an additional amount on top of the Medicare rebate 
allowance, which is an out-of-pocket payment incurred by the patient [45].  
GPNs are salaried employees and prior to the introduction of Practice Nurse 
Incentive Program (PNIP) in 2012, which continues currently, their employment 
was funded out of business cash flow [46]. The PNIP provides block funding to 
general practices in accordance with the number of Standardised Whole Patient 
Equivalents (SWPE) and the type of nurses employed and the hours they work. 
Each practice has a SWPE value, which is calculated as the “sum of the fractions of 
care provided to practice patients” weighted in accordance with the age and 
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gender of each patient [47]. An average full-time GP has a SWPE value of 
approximately 1000 each year [47]. Where a registered nurse or allied health 
professional works at least 12 hours 40 mins per week the practice will receive 
$25,000 per annum, per 1000 SWPE. Where an Enrolled Nurse or Aboriginal 
Health Worker works at least 12 hours and 40 mins per week the practice receives 
$12,500 per annum, per 1000 SWPE [48]. This block payment is capped at 
$125,000 per practice per year. Practices that provide services to Department of 
Veterans Affairs entitled patients are entitled to an annual payment per patient 
[48, 49]. 
2.2 Nursing in Australian general practice 
General practice nursing falls within the domain of primary health care nursing. 
The Australian Primary Health Care Nurses Association’s (APNA) definition of 
primary health care nursing includes a number of components. Firstly, it adopts 
the definition of health, as described in the declaration of Alma Ata, that health is 
not merely the absence of disease, but refers to complete mental, physical and 
social well-being [50]. It acknowledges the human right to health, incorporating 
the value of health promotion and protection on the effects of economic and social 
development as prerequisites to health. Acknowledgement of the dignity, culture, 
rights and beliefs of individuals and groups underpins the importance of people’s 
participation in planning and implementing health care [51].  
Primary health care nurses are registered or enrolled nurses and nurse 
practitioners, who are eligible for registration by the Australian Health 
Practitioner Regulation Agency [52]. An outline of primary health care nursing 
roles includes health promotion and disease prevention, sickness care, 
rehabilitation and palliation, midwifery (including ante and postnatal care), 
education and research, population and public health, policy development and 
advocacy, and community development [52].  
The APNA’s definition refers to nurses’ scope of practice in terms of their 
professional, legal and ethical responsibilities to demonstrate knowledge and 
accountability for practice in accordance with legislation relevant to nursing and 
health care [51]. Within this scope of practice, primary health care nurses work in 
teams, both independently and interdependently, giving priority to those most in 
need, maximising people’s participation, self-reliance and control and ensuring 
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intersectoral collaboration and partnerships promoting public health [52]. The 
capacity to work independently and interdependently in teams underpins the 
concept of autonomy. The terms ‘nursing scope of practice’ and ‘nursing 
autonomy’ will be referred to throughout this thesis and as such definitions of 
these are provided following the glossary. 
2.2.1 A potted history of Australian policy influencing nursing in general 
practice 
In 2001 the initial government policy initiatives aimed at increasing the number of 
nurses in general practice took the form of PIP payments to practices in areas of 
greatest need, such as rural and remote areas, and for services provided to 
populations of greater need, such as indigenous people and those of low socio-
economic status (Table 1). This was aimed at supporting GPs in rural and remote 
communities to employ nurses [28] and effectively did so; 60% of GPNs in 2007 
were employed in rural areas [46].  
PIP payments were extended in 2003-04 to support urban areas of known 
workforce shortage. Further initiatives, in the form of MBS item numbers for 
specific nurse provided services, for which GPs could be reimbursed, were 
introduced in 2004. In 2006 PIP initiatives were broadened to encompass general 
practices in all areas, significantly increasing the presence of nurses in general 
practice [31, 46]. It must be noted that the first MBS item number available for 
GPNs was for infant and childhood immunisations in 1994; this was part of a 
broader initiative aimed at increasing immunisation rates [46]. As with other MBS 
items, this rebate was linked to GP provider numbers.  
From 2006 the following GPN activities were covered by the MBS: immunisations; 
wound management; chronic disease checks; healthy kids’ checks; Aboriginal and 
Torres Strait Islander health check follow-ups; pap smears and women’s health 
checks; and antenatal care. In addition to these, block funding of $7.00 and $8.00 
per SWPE was provided to practices in rural and remote, and urban, areas of 
workforce shortage respectively, where the GPN, Aboriginal Health Workers or 
Allied Health Professionals worked a minimum of seven hours per week [49].  
 
28 
 
Table 1 Policy initiatives aimed at enhancing the role of GPNs in Australian general 
practice 
2001-02 2003-04 2004 2005 2006 2008 2012 
Practice 
Incentive 
Program 
(PIP) 
Rural/ 
remote/ 
workforce 
shortage 
PIP 
extended 
to urban 
areas of 
workforce 
shortage 
Medicare 
Benefits 
Schedule 
(MBS) 
items added 
for nursing 
activities 
More MBS 
item 
numbers 
PIP 
extended 
to urban 
practices 
 
More MBS 
item 
numbers 
 
 
More 
MBS 
item 
numbers 
added 
Practice 
Nurse 
Incentive 
Program 
(PNIP) 
 
Block 
funding 
introduced 
 
Some MBS 
item 
numbers 
removed 
 
In addition to block funding, introduction of the PNIP in 2012 brought with it the 
removal of a number of MBS nursing items that covered immunisation, cervical 
smears and treatment of wounds. MBS item numbers that were retained cover: 
four year old health assessments for children who are receiving or have received 
their four year old immunisation; health assessments (including GPN time, for 
which the GP can charge a FFS); indigenous health assessments (including GPN 
time and 10 follow-up services per year); chronic disease management; antenatal 
services provided by GPNs or midwives in rural and remote locations [48]. The 
MBS item number covering four year old health assessments was removed in 
November 2015. 
2.2.2 International comparisons 
Australian general practice is often compared with the United Kingdom (UK) and 
New Zealand (NZ) due to similarities in the way that the services are organised as 
points of first access to primary health care [53]. However, there are differences, in 
particular related to funding structures. In NZ capitation funding, (an annual fee 
paid) is provided through District Health Boards to Primary Health Organisations 
(PHO) and their general practices according to the number of people enrolled. 
Funding provided to PHOs also includes a subsidy for GPNs [54]. Similar to 
Australia, general practices in NZ are privately owned businesses and GPs set their 
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own fees for services provided. If these exceed the amount provided in capitation 
payments, these costs are borne by patients attending the general practices, 
incurred as a fee for service. In this way, general practice in Australia and NZ are 
similar in terms of the small business structure of general practice and the fee for 
service that subsidises government funding of services.  
GPNs were introduced in NZ in the 1970s with the introduction of the GPN subsidy 
scheme [23]. The conditions of this funding were changed in 1983 to ensure that 
they were being employed to undertake nursing duties, supported with the 
provision of dedicated nursing space, rather than taking on clerical and 
administrative roles, which was often occurring [23, 53]. However, similar to 
Australia, the role varies between practices [27, 55]. GPNs suffer professional 
isolation [56] and many express difficulty accessing opportunities for ongoing 
professional development [56]. Similar to Australia, government reimbursement 
for services provided by GPNs in NZ is often much lower than those provided for 
the same services provided by a GP [29, 55].   
The first general practice incentive payments for GPNs in the UK were provided in 
1966; this was primarily aimed at boosting morale and was considered a milestone 
in terms of developing general practice and primary health care teams in the UK 
[57]. Increased income through capitation payments and additional health 
promotion incentives in 1990 significantly boosted the number of nurses in UK 
general practice [23]. Since then GPN roles have been expanded and enhanced to 
the extent that GPNs are now often partners in practice with GPs, some owning 
their practices [58, 59]. Introduction of pay for performance through the Quality 
Outcomes Framework (QOF) in 2004 provided an additional source of income 
through improving quality of care as measured against specified performance 
indicators [57]. Currently in the UK, capitation payments are paid to GPs, reflective 
of the number of patients registered with the practice. In addition to this, 
payments are also provided to cover administrative costs, specific services, health 
promotion incentive payments and pay for performance under the QOF [57]. All of 
these changes have resulted in an increased focus on primary health care teams in 
UK general practice, a change yet to materialise fully in Australia.   
The introduction of nurse prescribing for both GPNs and nurse practitioners in the 
UK has further differentiated these GPN roles from those in Australia and NZ, 
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where prescribing is only accessible for nurse practitioners. The role of nurse 
practitioners in Australia and NZ is clearly distinct from GPNs. The title is 
protected by legislation in both countries and the autonomous roles undertaken 
are distinguished through clinical practice guidelines specific for these 
practitioners.   
One similarity between all three countries is the time lag between government 
policy initiatives aimed at increasing and enhancing GPN roles and the 
development of professional infrastructures, including career pathways, peer 
support groups, employment conditions and recruitment and retention strategies. 
In NZ it wasn’t until 1997 (27 years after the introduction of the GPN subsidy 
scheme) that a strategic plan for GPNs was developed by the NZ Nurses 
Organisation [23, 59]. In the UK, clinical governance was introduced in 1999, 
which led to the formation of peer support groups for GPNs. This was 9 years after 
the 1990 GP contract, one goal of which was to increase and enhance the roles of 
GPNs [53]. Distinguishing Australia from the UK and NZ is the absence of a defined 
career pathway for GPNs, including a framework within which nursing roles are 
articulated in terms of levels of practice and associated salary structures based on 
education, experience and scope of practice [60].  
While there has been a perception that Australia has lagged behind other countries 
in terms of developing and implementing nursing roles [61], we have had the 
benefit of being able to learn from international experiences and in light of that put 
in place professional infrastructures more readily. The Australian Practice Nurse 
Association was formed in 2001, the same year that the PIP was introduced. Five 
years later, in 2006, the Australian Nursing Federation developed competencies 
for GPNs [62]. The peak nursing body in Australia, the Australian College of 
Nursing (previously known as the Royal College of Nursing Australia), has held an 
annual conference for GPNs since 2003, only two years after the introduction of 
government initiatives for general practice.  
A comparison of the ratio of GPs to GPNs between the UK, NZ and Australia is 
reflective of the delay in Australia’s move to increase the presence of nurses in 
general practice, which began well after these countries. In 2002 NZ had a GP:GPN 
ratio of 1.3 GPs:1 GPN [63, 64] and the UK 3.0 GPs:1 GPN [65], whereas in Australia 
this ratio was 10:1 [66].  Following the introduction of a range of programmes and 
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incentives in Australia beginning in 2001, in 2012 this ratio increased to 
approximately 1.8:1 [67]. In terms of full-time equivalent ratios the numbers fell 
from 3.42GPs:1 GPN in 2007 to 2.3 GPs:1 GPN in 2012 [67]. This rapid increase 
represents a significant change for general practice and for nurses working in this 
field. This change has deep implications for individuals, the community and health 
care professionals working in general practice [68] and hence the examination of 
the impact of this change is essential. 
As indicated, Australian government initiatives resulted in an exponential increase 
in the number of GPNs. In 2005 there was an estimated 4 924 GPNs nationally, 
whereas in 2012 there was an estimated 10 693 GPNs [67]. In 2003 over 40% of 
practices included in the National Practice Nurse Workforce Survey employed only 
one GPN, whereas in 2012 it was estimated that there was an average of 2.7 GPNs 
per practice in those which employed a nurse and only 21.7% employed only one 
nurse [67].  
The demographics of GPNs describe a female dominated workforce, the dominant 
age (40-49 years in 2003 and 50-59 years in 2012) reflective of an ageing 
workforce, the majority of whom (85-87%) worked part-time [67, 69].  
2.2.3 The role of the general practice nurse 
Early implementation of GPN roles was makeshift, at the discretion of GPs and 
responsive to GPs’ understanding of GPN roles and willingness or reluctance to 
enable GPN autonomy [21, 22, 46]. Factors impeding GPNs’ role implementation 
and development included a lack of space, GP attitudes (including a lack of 
professional recognition or role clarification) and belief in the appropriate nature 
of the GPN role [24, 61].  
One of the first studies of GPNs found that nursing tasks were being undertaken by 
administrative staff, who had no formal education or training [25]. This 
highlighted the lack of understanding and recognition of the professional status or 
potential scope of practice of GPNs, which moved well beyond the performance of 
technical tasks. A study undertaken at the same time identified four common 
elements in GPN practice: clinical care, clinical organisation, practice 
administration and integration with external organisations [61]. Over time, the 
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increasing employment of practice managers in general practice meant that GPNs 
were able to focus on their clinical roles, in line with their professional status [70]. 
As new PIP payments were introduced for activities undertaken by GPNs, evidence 
demonstrated uptake of associated MBS item numbers, indicative of GPNs 
undertaking this delegated subset of GPs’ tasks [32], which was the perceived 
imperative underpinning the initial Australian Government’s Nursing in General 
Practice initiative [32]. However, these initiatives most often resulted in delegated, 
task-oriented roles for GPNs, in contrast with their capacity to take on broader 
scopes of practice and higher levels of autonomy. This approach to GPN roles was 
described as lacking clarity in terms of scope of practice [20]. In particular, the 
perceptions of how these roles would manifest differed between GPs, GPNs and 
patients [25, 71].  
Despite the presence of policy initiatives underpinning GPN roles, in one study in 
2007 only 21% of GPNs’ clinical activities were spent on Medicare rebate funded 
tasks [18]. This was supported by later research that found that 42% of GPN 
encounters with patients attracted nurse-specific Medicare rebates [71]. GPN 
encounters where no MBS item applied included blood tests, medical 
examinations, physical function tests, electrical tracings, removal of sutures, 
assisting with medical procedures and obtaining test results [71]. Almost one third 
of GPN encounters involved no contact between the GP and the patient; often 
telephone encounters and home visits [71]. A comparison of the results of two 
national surveys conducted in 2003-04 and 2009-10 found that broader services 
were being delivered by GPNs at the latter time, including a significant increase in 
the provision of disease-specific health education, physical assessment and follow-
up of pathology results [72].  
GPN role expansion 
The need for a strategic approach to GPN role development [73], including the 
evidence-based expansion of roles, and debate regarding the most suitable model 
of practice for GPNs [32], was identified quite early in the Australian journey. As 
opposed to extension, implying medical delegation and task substitution, 
expansion refers to a more holistic approach, underpinned by education, 
experience and a capacity for autonomy [33]. Recommendations for the expansion 
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and specialisation of GPN roles [18, 33] informed policy development, particularly 
evident in the PNIP, under which general practices could mould the role in ways 
that were responsive to the needs of individual communities. Particular targets 
were chronic disease management, children’s and women’s health, coordinated 
veterans care, continence services, and indigenous and multicultural health 
programmes.  
Advanced roles for nurses have been, and are still being developed in general 
practice [28, 74]. The most advanced of these, nurse practitioner (NP), roles are 
acknowledged in Australian legislation [75, 76] and in general practice through the 
provision of MBS items specific for patients consulting with NPs [77]. NPs are 
registered nurses, who have a minimum of Masters level education in their 
specialty field and have met the requirements for endorsement by the Nursing and 
Midwifery Board of Australia [74]. NPs are distinct from GPNs due to the level of 
autonomy their title and role affords them; this title is protected through 
legislation and provides them with the capacity to prescribe medications and 
order diagnostic tests. Due to this distinction, an examination of NPs is outside the 
scope of this thesis. 
Models of care in general practice are moving towards team-based models [78-82], 
although evidence indicates that GPNs and allied health professionals remain 
under-utilised in general practice, particularly in the management of chronic 
disease and preventive care [83]. A number of studies have examined different 
models of collaborative practice, including nurse-led models of chronic disease 
management [43, 80, 84], women’s health [29] and the management of 
cardiovascular disease [85]. The stability of the general practice team was found to 
be supportive of a nurse-led collaborative model of chronic disease management in 
general practice [86]. 
The community has taken time to adapt to GPNs undertaking more autonomous 
roles, which are not as well recognised in Australia as in the UK or NZ [87]. Studies 
examining patients’ perceptions of GPNs found that they did not express 
confidence, preferring GPNs to work under the clear direction of GPs, providing 
complementary rather than autonomous care [88, 89]. Patients in one study had 
clear thoughts on tasks GPNs could perform, including injections, wound care, 
measurements for health assessments (such as weight and blood pressure), 
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although did not identify roles such as monitoring, health education or the 
provision of test results as a part of their role [89]. However, GPNs were valued for 
their capacity for family-orientation and capacity to provide emotional and social 
support [88].  
Patients like to have access to their choice of health practitioner and expressed 
concerns that GPNs would become gatekeepers for the GP [90]; however recent 
research has demonstrated that this fear may be dissipating, with patients 
expressing confidence that GPNs would refer them to the GP if required [40]. Other 
recent research findings indicate that GPNs perceive patients’ perceptions as a 
lesser barrier to role development [72], despite their uncertainty regarding GPNs’ 
role and scope of practice [40]. International evidence indicates that patients are 
willing to accept GPNs taking on roles that had previously been performed by GPs, 
as long as they are informed and confident with their capacity to undertake these 
roles [91]. 
2.2.4 Organisational perspectives 
The rapid and dynamic change and growth seen in Australian general practice 
during the past 15 years has been marked by challenges and opportunities [72], 
both of which impact the capacity for GPs and GPNs to provide clinical care. The 
fundamental role of policy and funding mechanisms is clear in driving change; 
although equally fundamental are organisational and workforce issues.  
The organisational structure of general practice has been integral to the adoption 
and optimisation of policy initiatives. A number of studies have examined the 
increasing numbers of GPNs in Australia and how this change has been integrated 
into general practice. One sentinel study examining the implementation of GPNs 
into general practice in 2007 was The Australian General Practice Nurse Study 
[27]. These findings are reported in eight peer reviewed papers [18, 19, 46, 66, 92-
95] . 
The Australian GPN Study identified six key operating roles for GPNs: patient 
carer, organiser, problem solver, quality controller, educator and agent of 
connectivity [18]. The first three roles were acknowledged by GPs and GPNs as 
nursing strengths; however, insight into GPNs’ role as agents of connectivity was a 
new and fresh insight into the value that GPNs had brought to general practice. 
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Their capacity to unite the different employees within the practice organisation 
was seen as a key determinant in building organisational resilience [18].  
In comparing the way that GPN roles were implemented in rural and urban 
practices, Phillips and colleagues [27] found that rural GPNs were more likely to 
undertake educator roles and work with more extended scopes of practice and 
higher levels of autonomy than their urban counterparts. These researchers 
identified an ‘optimal zone’ within which nurses were seen to operate as clinically 
autonomous professionals in the general practice. This study, conducted before the 
introduction of the PNIP, found that GPNs undertook a large amount of unfunded 
activity, which was seen to enhance the resilience and capacity building within 
practices and increase job satisfaction for nurses [27]. 
Pearce and colleagues [46] believed this evidence demonstrated how GPN 
activities extended beyond clinical and administrative roles and were strongly 
shaped by the interplay between factors that orientated them to patients, the 
organisation and the community. In response to this evidence, in addition to the 
provision of MBS items supporting FFS activities, the PNIP described a broad range 
of activities to be undertaken by GPNs, which were not covered by these items 
[48]. These activities included: coordinating patient services; quality control and 
accreditation; the provision of health information; education and community 
development; management of human and material resources within the general 
practice; provision of outreach services and systems management [96]. This 
description indicated an understanding of the broad scope of practice available to 
GPNs; however, the inclusion of administrative roles was reflective of a continued 
diminished perception of the professional status of GPNs.   
The variety of ways that GPN roles were integrated into practices was evident in 
the Australian GPN Study. One sole practising GP had employed the GPN to work as 
a parallel clinician so as to alleviate his sense of being overwhelmed or “swamped” 
by the demands of general practice, feelings which were greatly alleviated by the 
introduction of a GPN. In contrast with this, in other practices all work undertaken 
by GPNs was delegated and supervised by GPs [18:93]. As with the first example, 
the benefits that GPNs brought to general practice were at times described by GPs 
and practice managers in “emotionally laden terms as a kind of rescue” [66:121]. 
Traditionally, GPNs have moved from employment in hospital and community 
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health environments to general practice. These backgrounds were seen as a bonus 
in terms of the understanding of quality assurance and accreditation they brought 
to general practice [18].  
Phillips and colleagues [27]  identified structural and interpersonal factors that 
influence the efficacy of the nursing role in general practice. Structural factors 
included the physical location of the nurse within the practice; reflective of the 
way in which the nurse is working, as a parallel or contributive clinician [92]. 
When nurses worked as contributive clinicians, located in a centrally defined, yet 
accessible space, they were described as “agents of connectivity”, who rapidly 
move between roles within short timeframes [18:95]. These aspects of their 
behaviour were found to have a number of benefits to the general practices, such 
as increasing responsiveness to patients and other staff and providing important 
links in terms of the organisational cohesion and function of practices [18].  
A spatial analysis of the work of GPNs identified the most common centre of 
clinical nursing activity in general practice as a central treatment room. In addition 
to this there was often a separate consulting room and time-sharing arrangements 
of consulting rooms when they were not being used by a GP. However, the fact that 
GPN workspaces were not prioritised in many practices was evident through the 
identification of store rooms and cupboards as key work areas [94]. The way in 
which GPNs often used multiple work spaces in a given day was reflective of the 
way in which they cycled through multiple tasks, undertaking a variety of roles 
[94].  
Phillips and colleagues [92] identified the availability of nursing time and its 
associated unstructured interactions between nurses and patients as a valuable 
commodity for general practice. The frequent, unplanned interactions with 
patients and other staff and fluid movement of nurses [92] were enabled when 
nurses occupied a central location in a practice. These authors emphasised the 
value of chatting and of threshold activities, which took place when people stood at 
the nurses’ door, activities underpinned by a distinction between the limits of 
medical time and the availability of nursing time [92].   
In observing the characteristics of nursing, which included GPNs’ good nature, 
congeniality, unusual levels of experience, code of listening,  an ability to calm ill-
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humoured staff, and to pitch in and help, Phillips and Hall [66:7] suggest that these 
virtues are transferred into the GP organisation, resulting in a “getting of wisdom”. 
Additionally, they were seen to use time efficiently, be self-motivated and take on 
outreach roles, home visits, telephone contact with patients and coordinate care 
between hospitals, the community, GPs and specialists [66]. Underlying this 
evidence of the broad scope of practice, of which GPNs are capable, was described 
a systematic order and rationality, which enabled a subtle reform in the 
relationship between GPs and GPNs [66]. 
Medical dominance 
Medical dominance in general practice is highlighted throughout the literature. 
GPs are the most influential stakeholders in the business of general practice 
nursing [79]. The availability of resources such as space, time and funding, which 
are essential for GPNs to work in accordance with their full scope of practice, is 
usually at the discretion of GPs [18, 79, 92]. The traditional hierarchy between 
doctors and nurses is compounded in general practice by the power relationship of 
employer to employee, referred to as a negative power relationship [33] in which 
the GP is described as the “custodian of care”, determining skill mix, 
responsibilities and task delegation [97:135]. This contrasts with other areas of 
nursing practice and the principles of nursing professionalism, where the roles of 
nurses are clearly defined, scope of practice is determined by each nurse’s 
education, training and experience, and pay rates are governed by enterprise 
bargaining agreements [20]. Additionally, the difference between medical and 
nursing cultures is seen to compound challenges associated with changing GPN 
roles [18:96].  
Attitudes to teamwork and the hierarchical nature of general practice have 
influenced the way in which government incentives have been utilised, influencing 
the professional practice and decision-making capacity of nurses in this context 
[19]. One such study in Queensland found that nurses who were trained and 
credentialed to provide cervical screening were prevented from doing this, as GPs 
in the practice would not refer patients to them for this purpose [29]. However, the 
evidence suggests that when nurse autonomy is supported, nurses’ skills are 
complementary to those of the GPs, resulting in improved communication between 
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practice staff and patients as well as improvements to the systematic care and 
overall practice organisation [86].   
Whilst the GP is the dominant partner in the working relationship in general 
practice, GPNs are experts at negotiating this relationship, gathering information 
tangentially and establishing trust with patients and GPs. Through their shrewd 
judgement in knowing how and when to act they effectively influence decision 
making in general practice [66, 98].  
Medical dominance in general practice was evident in the early development of 
GPN roles, which often occurred in the absence of nursing input. The review of 
general practice standards in 2004, which incorporated standards specific to GPNs, 
did not include a nursing representative on its steering committee [33].  Hall [99] 
refers to the role of Divisions of General Practice (prior to the establishment of 
Medicare Locals and Primary Health Networks) and the pivotal role they played in 
the development of GPN roles. Broadly acknowledged was the absence of GPNs’ 
voices in shaping the evolution of policy, clinical practice, research and nursing 
scholarship in these organisations [33, 99].   
Medical dominance has blunted the potential for GPNs to develop and optimise 
their roles. Particular structures and relationships have been found to optimise the 
role of GPNs, which can be of benefit to patients, GPs, the nurses and the general 
practice itself. One of these has been referred to as the workplace climate [46]. 
Workplace climate determines which tasks are undertaken by GPNs, how their 
work is prioritised, constraints to GPN practice reflective of beliefs regarding 
supervision, and trust related to overcoming traditional hierarchical structures, 
which directly impact the level of autonomy afforded to GPNs [46]. Optimising the 
role of GPNs improves their job satisfaction, their ability to recognise and respond 
to patients’ needs and importantly, it affects the resilience, capacity and 
responsiveness of general practice organisations [46].   
Collaboration 
The inclusion of GPNs with GPs in general practice was intended to create a 
collaborative model in which these two health professionals work in 
complementary roles as an interprofessional team to increase available services 
and improve the quality of care [33, 100-102].  In one study, many GPs commented 
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that lack of time impeded their capacity for making complex judgements and 
collaborative care planning with patients; however, one of the greatest 
contribution GPNs brought to general practice was their availability of time [66]. 
One barrier to GP–GPN collaborative practice has been a lack of understanding by 
both groups of the other’s roles and responsibilities [103, 104]; this understanding 
is essential if professionals are going to value and respect each other’s skills and 
competencies and understand how they can complement each other [105]. 
Supervisory and collegial support is an essential predictor of GPN decision-making 
[20], influencing their capacity to advocate for patients. Parallel with this, 
opportunities for collaborative decision making between GPs and GPNs are 
dependent on trusting interprofessional relationships [106].  
Collaboration has been impeded by professional and structural tensions in general 
practice [61, 107]. Some believe that GPNs have been viewed as ‘human capital’, 
employed for their skill sets and hence capitalising on their capacity to undertake 
tasks within general practice that will support GPs and organisations [28]. In 
contrast, GPNs who enjoyed their profession and sought professional pathways 
created tension in organisations accustomed to medical dominance and, in 
particular, where the GP was also the employer [28]. Buoying this tension was the 
lack of a fee structure under the MBS that included the provision of independent 
nursing services, supporting GPN involvement in medically delegated tasks and at 
the same time restricting their capacity for autonomy [105]. Changes to policy and 
funding have somewhat overcome this barrier.  
While medical dominance has been discussed as the main barrier to collaboration 
and the development of autonomous GPN roles, studies conducted in the early 
days of the introduction of GPNs indicated that not all nurses were willing to take 
on more autonomous roles [21, 108]. Older nurses and nurses with other priorities 
and commitments outside of work were particularly resistant [105]. 
Over time, some of the structural barriers to nursing in general practice have been 
addressed, although others persist. While in one study fewer GPNs reported GPs or 
patients’ perceptions of their role as a barrier to role development, this same study 
reported that GPs’ lack of understanding of GPNs’ scope of practice, unwillingness 
to delegate certain tasks and a lack of teamwork persisted [72].  
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2.2.5 Nurse education and career pathways in general practice 
While clinically the skills required by GPNs are often very similar to those 
undertaken in the acute and sub-acute sectors, the general practice environment 
presents unique challenges, including a diverse caseload, professional isolation 
[109] and the dominance of GPs over GPNs [33]. Barriers to GPN education include 
a lack of time due to work and family commitments and the cost and lack of finance 
to support ongoing education and training [110]. 
Early research identified a lack of formal, standardised education as a barrier to 
GPN role development [61]. Despite the timeframe since the introduction of 
nursing roles to Australian general practice, evidence still indicates that GPNs 
often remain largely unprepared for these roles and require both time and 
financial support to acquire knowledge and skills essential for general practice [84, 
111]. Nurses moving from the acute or community sectors to work in general 
practice often experienced professional isolation [13, 21-23, 108]; often as the only 
nurse in a practice, they missed the ability to exchange ideas with other nurses as 
well as the capacity to access on-site education opportunities. Isolation has been 
described as both physical and professional, including a lack of understanding by 
acute nurses of the GPNs’ role [13]. Areas identified as of high importance for 
education were: infection control; first aid; cardiopulmonary resuscitation; wound 
care; communication skills; confidentiality and national privacy legislation; legal 
and ethical issues; cold chain monitoring; sterilisation; and triage [110]. Access to 
this relevant education and training is an important facilitator of the GPN role [24].  
Initial opportunities for role development and education for GPNs were largely 
informal, ‘ad hoc’ and of variable relevance, accessibility and quality [112]. At the 
same time research indicated that when GPNs were appropriately and adequately 
educated they were capable of significant role expansion [105]. The inadequate 
nature of existing programmes was identified as a barrier to expansion of the GPN 
role and with this in mind the need for the development of career pathways and a 
delineated scope of enhanced clinical practice for GPNs has been called for [18, 21, 
32, 112, 113].  
The main source of development and provision of formal education for GPNs 
nationally has been the Divisions of General Practice [61, 99], later known as 
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Medicare Locals and now, in the latest form, referred to as Primary Health 
Networks. Educational opportunities provided through these networks were 
somewhat effective in alleviating the professional isolation experienced by GPNs 
[73], although in recent years the APNA has also put in place a number of 
initiatives aimed at providing additional support, including access to online 
learning, the APNA endorsement programme and the provision of State and 
Territory-based nursing in general practice workshops [52]. In addition to these, 
the APNA conducts an annual conference for primary health care nurses. GPNs 
attending these annual conferences and network meetings have described 
themselves “like sponges”, who didn’t feel on their own anymore [13:57].  
Postgraduate tertiary preparation for primary health care nursing is increasingly 
available [114]. Universities in most States and Territories in Australia provide 
graduate courses in primary health care nursing. Despite the availability of these 
courses, their uptake by GPNs is variable [72]. Barriers to accessing courses and 
conferences include cost, time commitment, lack of familiarity with the tertiary 
sector and a lack of perceived value by general practice organisations [13, 115]. 
While advanced, specialist and nurse practitioner roles exist, most GPNs are 
generalists with no specific postgraduate qualifications [116]. GPNs are most likely 
to meet their education and training needs through attending short courses and 
workshops outside the tertiary sector [109], although the lack of structure and 
professional development in these types of courses is considered an impediment 
to role development [72]. It might be the lack of a defined career pathway that 
prevents GPNs from enrolling in postgraduate primary health care programs; with 
no defined career structure and no promise of improved income, there is little 
incentive. However, despite this a significantly greater number of GPNs surveyed 
in 2009-10 held an advanced certificate or tertiary qualification than those 
surveyed in 2003-2004 (54.3% vs 35.5%) [72]. This study also found a statistically 
significant increase in GPNs’ identification of areas where their clinical confidence 
could be increased with further education or training, access to which was 
identified as a facilitator to role development.  
Experienced GPNs have a lot to offer new graduate nurses in terms of clinical skills, 
and the learnings are reciprocal. While experienced GPNs role model, new 
graduate nurses impart their expert skills of sourcing information, resulting in 
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value gained for both groups of GPNs [114, 117]. At the same time evidence 
suggests that retention in the general practice nursing workforce is poor [72], 
which does not bode well for new graduate nurses seeking out experienced 
mentors in general practice. 
The role, skills and qualities of mentors for GPNs have been well described, 
including the value of having a mentor to share experiences and knowledge with, 
debrief with, help solve problems and assist as a mediator within the practice [13]. 
Whilst there is not always a GPN available to mentor in general practice, GPs will 
often take on this role, emphasising the value of opportunities for GPNs to consider 
their roles more laterally and broadly, benefiting the GP, the practice and patients 
[13]. The coordination of local networks of mentors through GPN networks and 
Primary Health Networks has been suggested as one way to meet these needs, 
which has been taken up by these organisations.   
Despite an increase of diverse and expanded clinical roles for GPNs, there is a 
persisting pessimism regarding the progress of role development, in particular the 
development of career pathways [72]. GPNs feel they are less well regarded than 
their acute care colleagues [113]. 
2.2.6 Outcomes of nursing care in general practice 
Whilst a large amount of research has examined the demographics, roles, 
organisational perspectives, issues and educational needs of GPNs, research 
examining the effectiveness of the work GPNs do in general practice is sparse. Calls 
for government initiatives to be based on evidence about improved patient 
outcomes arising from GPN care began in the mid-2000s [32], with some calling 
for the empirical and systematic evaluation of GPN interventions to inform 
evidence-based policy based on health outcomes [33]. A systematic review 
examining GPN interventions for cardiovascular disease management found that 
while most studies demonstrated improvements in blood pressure, cholesterol 
levels, physical activity and dietary intake, there was variation in outcome 
measures and at times contradictory findings between studies [118].  
Halcomb [119] examined the uptake of Medicare chronic disease item numbers 
introduced to pay for GPN and Allied Health Worker monitoring and support of 
people with chronic conditions. The data indicated a high uptake of these items 
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between 2007-2009, although the rate was inconsistent across States and 
Territories [119]. These findings again prompted a call for research examining 
patient outcomes of GPN care, this time linking them to the uptake of Medicare 
items numbers [119]. 
The challenge of identifying outcome measures sensitive to GPN interventions has 
been recognised [85]. Isolating the contribution of nurses working in general 
practice to health outcomes is difficult, since so much care in general practice is co-
contributed by GPNs and GPs. Studies of the roles of GPNs indicate that key 
features are a focus on the patient through education, continuity of care and 
clinical work, often in ways that are responsive and less time-limited than medical 
care [18]. This suggests that patient reports of satisfaction with care and 
enablement (see Definitions) may be two aspects of quality that are particularly 
relevant to capturing some of nurses’ contributions to good clinical care.  
Patient satisfaction and enablement are key indicators of quality in health care [34, 
120, 121] and as such are important contributors to the multi-dimensional 
construct of quality in health care [122]. The examination of these two key quality 
outcomes arising from GPN care could provide valuable insight into the 
effectiveness of GPN roles as they are experienced by patients.  
Patient satisfaction 
Patient satisfaction has been defined as patients’ reactions to critical elements of 
the structure, process and outcomes of their health care experience [8]. It has also 
been described as the contrast between patients’ perceptions of ideal health care 
and the care they receive [9]. Patients’ achievement of satisfaction with health care 
is the end result of a complex process, involving a number of factors, including 
patients’ expectations, goals, images of health, experience with the health system, 
the socio-political foundation of the system they are accessing, the relationship 
between health providers and patients, and communication styles [123-125].  
Patients tend to report high levels of satisfaction with care provided, which is 
considered a result of their dependence on the health care system, their need to 
maintain effective therapeutic relationships, their capacity for making allowances 
for poor care through considering issues of culpability and duty, and a general 
preference for maintaining a positive outlook [126, 127]. At the same time, an 
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understanding of patient satisfaction helps to ensure that health care services are 
appropriate and acceptable for patients’ needs [128] and that services are 
designed in ways that are responsive to community preferences [121].  
The value of patient satisfaction has long been acknowledged, in particular the 
relationship with improved adherence and participation with treatment regimens 
[129-132] and improved health outcomes [133, 134]. Additionally, satisfied 
patients are more likely to continue to attend their general practice [135]. 
Publication of The Griffith’s Report in 1984 [136] signalled recognition of this in 
the UK, recommending that public opinion be integrated into health care planning, 
initiating the development of patient surveys [137]. 
Early studies of patient satisfaction in general practice largely focussed on general 
practitioners [123, 135, 138-141]; however, this approach failed to acknowledge 
the multi-disciplinary nature of primary health care and general practice [140]. In 
recent years use of the General Practice Assessment Survey or Questionnaire [134, 
142-146] and the GP Patient survey [147] have broadened the focus to include 
primary health care teams. An overview of the current understanding of patient 
satisfaction in general practice is summarised in Table 2. 
The majority of studies have found that older patients are more satisfied with GP 
care [132, 145, 148]; although Baker et al’s [135] findings contrast with this, 
finding that older patients were less satisfied with GP care. Female patients report 
higher levels of satisfaction with GP care [135, 145]. Patients reporting good or 
very good self-rated health were more satisfied with their GP than those who 
report poor or fair self-rated health [145, 148]. 
A study of chronically ill patients in Australia found that those who were older, less 
well-educated, non-English speaking and attending smaller practices with 1-3 GPs 
were more satisfied with access to care than their counterparts [149]. Females, 
older patients, less well-educated patients and non-English speaking patients, and 
those from urban areas reported higher satisfaction with patient centredness than 
their counterparts [149].  
Characteristics of general practices associated with patient satisfaction with 
medical care include smaller practices , non-training practices (not involved in the 
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training of graduates or undergraduates) and those where GPs had their own 
personal list systems, meaning patients mostly saw the same GP at each visit [150].  
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Table 2 Characteristics associated with patient satisfaction in general practice 
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The association between duration of consultation and patient satisfaction is not 
clear cut. Patients believe that a lack of time constrains the quality of care provided 
in general practice [151], although patients’ perceptions of time in consultation 
have been found to be influenced by their perceptions of consultation quality 
[152]. Patients who were more satisfied with their care reported longer 
consultations than actually took place. When patients’ expectations of care are met 
[153], including their expectation of consultation length  [154], their reports of 
satisfaction are significantly higher than when they are not. Gross et al [148] found 
a significant association between longer consultations and patient satisfaction; 
however, when duration was controlled for, patient satisfaction was associated 
with the discussion of test results or other findings, time spent chatting, older age, 
white race, better self-rated health and visits for well care.   
Continuity of care from a particular GP is associated with patient satisfaction [141, 
145, 155]. Baker and colleagues [150] found increased patient satisfaction with 
continuity in practices that had personal list systems.  
The main predictors of satisfaction for patients receiving primary health care from 
a variety of health professionals at government run clinics in Ethiopia were: their 
perceptions of providers’ empathy and technical competence; non-verbal 
communication; knowing the provider; frequency of visits; privacy in 
consultations and educational status [156]. 
Studies examining patients’ satisfaction with primary care delivered by nurse 
practitioners and advanced primary care nurses found that patients were equally 
satisfied with the care provided by nurses when compared with that provided by 
doctors [68, 157, 158] or reported higher levels of satisfaction with nurses than 
with doctors [157, 159-161].  This effect persisted even when length of 
consultation was controlled for [159, 162]. How this is modulated by the different 
consultation styles nurses have compared to doctors is not known [68]. 
It is only in recent years that research has examined patient satisfaction with GPN 
care. These studies have been conducted in Australia [38, 41, 43] and New Zealand 
[39, 40, 42]. Two of these studies used qualitative methods [40, 43], two used 
quantitative methods [41, 42] and one used mixed methods [38].  
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A deeper understanding of the process of patient satisfaction with chronic disease 
management with GPNs was gained through Mahomed and colleagues’ [43] 
grounded theory study. This research described the way that once patients have 
determined that their care needs can be met by a GPN, they begin the process of 
forming a relationship with the GPN to manage their health condition/s. The 
properties of time, communication and continuity supported the establishment of 
rapport, and then facilitated the process of ‘working together’. Of these, time was 
critical; the length of time spent in consultation, time to communicate and 
continuity over time [43]. Patients’ satisfaction with GPNs is related to a sense of 
being valued by them, developing relationships, and confidence with their 
knowledge and accessibility [40].  
High levels of satisfaction with nursing care were reported in all quantitative 
studies [38, 39, 42]. In contrast with findings related to GPs, females [39] and 
younger patients (less than 49 years in one study and less than 60 years in 
another) were significantly more satisfied than their older counterparts with GPN 
care [39, 42]. Students were significantly more satisfied with GPNs than those not 
in paid employment [42] and patients who had seen a GPN more than four times 
were significantly more satisfied than those who had seen a GPN less than four 
times [39].  
Patients seeing GPNs for vaccinations were significantly more satisfied when 
compared with those attending for a medical test or follow-up appointment [42]. 
In the pilot of the Patient Enablement and Satisfaction Survey (PESS) patients 
seeing a GPN for chronic disease management were significantly more satisfied 
than those attending for influenza vaccinations [38]. However, the findings of this 
study were limited due to its size and the absence of measurement of the impact of 
other variables, such as duration of consultation, continuity of GPN, patient age or 
gender, and practice variables such as size.  
Patient enablement 
Patient enablement has been defined as an intervention through which a health 
care provider works to enhance patients’ ability to manage their health and life 
through recognising and promoting their means of doing this [7]. The concepts of 
enablement and empowerment overlap [7, 163, 164], with some referring to 
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enablement as an outcome of empowerment [165] or empowerment as an 
outcome of enablement [166].  
The underlying assumption of both patient enablement and empowerment is that 
there is a hierarchy of power based on knowledge [167]. The aim of enablement is 
to transfer power from the health provider to the patient, building on patients’ 
strengths and arming them with the means, ability and opportunities to look after 
their health [163, 166]. Patient enablement has benefits for patients and health 
care providers. For patients this includes improved self-efficacy, the development 
of skills, improvement in self-care, in health condition and quality of life [7] and 
achieving goals [166]. For health professionals it includes a sense of improved 
expertise, confidence in the therapeutic relationship and job satisfaction [7].  
Along with community participation, the World Health Organization refers to 
empowerment as a prerequisite for health. It is associated with individuals’ or 
groups’ capacity to make choices and to transform these into actions and outcomes 
[168]. It is considered both a process and an outcome quality [168, 169]. Processes 
of participation are identified as the foundation of empowerment, however in the 
absence of decision-making capacity and the capacity for advocacy,  participation 
is considered insufficient [170:4].  
Patient enablement requires reciprocity in the therapeutic relationship, 
encompassing activities aimed at gaining insight into patients’ needs and goals, 
shared decision-making and activities that support and validate patients’ strengths 
and that facilitate learning [7, 166, 171]. Components  supportive of enablement 
are: resources (including time), money, information and access; abilities and skills; 
and opportunities, including permission, practice and power [166].  
In a qualitative examination of nurses’ descriptions of diabetes patient education, 
the term enablement was used frequently [166]. The outcomes of enablement in 
this study included empowerment, mastery, control, role supplementation and 
competence [166]. These same authors later examined antenatal education 
processes with the aim of expanding their understanding of patient enablement. 
Patients’ reasons for attending education sessions were for the acquisition of 
knowledge, to gain increased control and improve their quality of life and support 
[172]. Patients’ dissatisfaction as an outcome of the enablement process was 
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associated with an absence of one part of the enablement process, resulting in a 
lack of capacity to manage their illness [172].  When appropriate, group support 
was an effective contributor to the enablement process [172]. 
Patient enablement was first developed as an outcome measure in general practice 
by Howie et al [37], who developed the Patient Enablement Instrument (PEI). This 
tool has been validated for use internationally [173-175] and was integrated into 
the General Practice Assessment Questionnaire (GPAQ), which also measures 
patient satisfaction [142].  
An integrative review of patient enablement in primary health care found that the 
majority of research had been conducted in relation to general practitioners, 
identifying a need for research examining this quality outcome arising from care 
provided by other health professionals [176].  
A summary of research examining patient enablement and the findings is 
presented in Table 3.  
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Table 3 Characteristics associated with patient enablement in general practice 
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53 
 
 
Characteristics 
 
Patient 
 
Physician 
 
General 
practice 
 
Consultation 
Study 
SR
H
 
SE
S/
 O
cc
u
p
at
io
n
 
A
ge
 
G
en
d
er
 
E
th
n
ic
it
y 
H
ea
lt
h
 c
o
n
d
it
io
n
 
P
t 
ex
p
ec
ta
ti
o
n
s 
P
h
ys
ic
ia
n
 a
ge
 
P
h
ys
ic
ia
n
 g
en
d
er
 
P
h
ys
ic
ia
n
 p
ts
 p
er
 d
ay
 
P
h
ys
ic
ia
n
 e
xp
er
ie
n
ce
 
P
h
ys
ic
ia
n
  c
o
m
p
et
en
ce
 
P
h
ys
ic
ia
n
 c
o
n
fi
d
en
ce
 i
n
 
th
er
ap
eu
ti
c 
re
la
ti
o
n
sh
ip
 
P
ra
ct
ic
e 
si
ze
 
D
u
ra
ti
o
n
 /
 T
im
e 
C
o
n
ti
n
u
it
y 
K
n
o
w
in
g 
th
e 
G
P
 w
el
l 
P
t 
ce
n
tr
ed
n
es
s 
E
m
p
at
h
y
 
T
ru
st
 
In
vo
lv
em
en
t/
 d
ec
is
io
n
al
 
co
n
tr
o
l 
P
ar
ti
ci
p
at
o
ry
/ 
h
el
p
 
gi
vi
n
g 
C
o
m
m
u
n
ic
at
io
n
 
So
ci
o
-e
m
o
ti
o
n
al
 
in
te
rc
h
an
ge
 
P
ar
tn
er
sh
ip
 w
it
h
 G
P
 
Mercer 2007a                          
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54 
 
A significant association was found between longer consultations with GPs and 
patient enablement [37, 175, 177-179], a finding which is also supported by 
qualitative research [180]. Continuity of GP care is also significantly associated 
with higher enablement scores [181-183]. Howie and colleagues [177] found that 
interruptions to medical consultations increased the length of consultations, 
resulting in reduced patient enablement in biomedical consultations.   
A number of patient characteristics are associated with higher patient enablement 
scores, including very good or excellent self-rated health [181, 182, 184], older age 
[174, 177, 181, 185], younger age [175, 181], ethnicity and patients’ pre-existing 
coping strategies and independence [174]. Multimorbidity and long-standing 
health problems have been associated with reduced enablement scores resulting 
from GP care [165, 183]. 
Patients’ expectations are significantly associated with enablement: fulfilled 
expectation of receipt of a prescription with higher enablement scores [175] and 
unfulfilled expectations of a prescription with lower enablement scores [177]. 
Patients’ perception of knowing the GP well is significantly associated with higher 
enablement scores [177, 186], as are patients’ perceptions of GPs’ competence 
[151].  
GPs’ communication is considered of utmost importance for patient enablement 
[183]. This includes patient-centred behaviours such as listening, giving 
explanations and involving patients in decision-making [180, 184, 187], including 
verbal domination by the patient [186]. Similarly, participatory, help-giving style 
of GP consultations [182], patients’ sense of concordance with the GP [188] and a 
sense of trust and partnership [180] are significantly associated with enablement.   
Perceived practitioner empathy or caring is significantly associated with 
enablement, arising from consultations with GPs [165, 185, 189], homeopaths 
[190] and acupuncturists [191]. This relationship has been further established in 
qualitative studies [151, 180]. An association between patient enablement and 
improved self-reported health outcomes was established with patients receiving 
acupuncture treatments [191]. Mercer and colleagues [190] found an association 
between empathy, enablement, duration of consultation, and improved patient 
outcomes of homeopathic care. 
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A number of physician characteristics are significantly associated with patient 
enablement. These are older age [181], male gender [175, 181], physicians who 
see fewer patients per day [181], physician experience [181] and the physician’s 
confidence in the therapeutic relationship [185].  
The only general practice characteristic associated with patient enablement is 
practice size; smaller, single handed practices are significantly associated with 
higher patient enablement scores than practices employing five or six GPs [177]. 
A pilot study of the PESS examined patient enablement arising from GPN care [38]. 
In this study patients attending a GPN-led clinic of nurses for chronic disease 
management reported significantly higher enablement scores than those attending 
a general GPN clinic for influenza vaccinations [38]. However, as previously stated, 
the findings of this study were limited due to its size and the absence of 
measurement of the impact of other variables, such as duration of consultation, 
continuity of GPN care, patient age or gender, and practice variables such as size.  
2.3 Implications for research 
A patient-centred approach to primary health care requires that consultations are 
congruent with and responsive to patients’ wants, preferences and needs [192]. 
Consultation characteristics have been thoroughly examined in terms of GPs; 
however, there is limited research describing the nature of GPN work from the 
consultation perspective [71]. While time has been found to be important to 
patients in GPN consultations [43], the impact of this is yet to be quantified.  
The value of continuity of GPN care has been highlighted in qualitative research 
[43], and a significant association between frequency of consultation with GPNs 
and patient satisfaction has been identified [39], although whether this association 
is with a particular GPN or any GPN available at that time is not known.  
Patients attending general practice usually make appointments to see a particular 
GP, although this is not the usual approach to seeing a GPN. Further insight into 
this relationship could clarify whether appointment systems for both GPs and 
GPNs in general practice would be of value to patients. In line with this, gaining 
insight into patients’ preferences to see a particular GPN and how these 
preferences impact on patient satisfaction and enablement could inform this gap. 
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Existing evidence indicates that patient characteristics such as age, gender and 
health condition are important indicators of how patients experience GPN care. 
The two studies examining associations between health conditions and patient 
satisfaction and enablement identified significant differences between patients 
attending for chronic disease management, influenza vaccinations, medical follow-
up and test results [38, 42]. The small sample size of Desborough and colleagues’ 
study [38] was an acknowledged limitation to the generalisability of these findings 
and hence further clarity regarding the associations between health conditions and 
quality outcomes is required. The increased prevalence of chronic diseases has 
been a key driver of government initiatives to increase the number of nurses in 
general practice. Hence an understanding of the impact of GPN care for these 
patients is an imperative; at the same time insight into the impact of GPN care on 
all patients is essential.  
The relationship between organisational factors modulating GPN care and 
subsequent patient health outcomes has not been explored in Australian general 
practice. GPNs working as agents of connectivity and rotating between roles have 
been found to have a number of benefits to general practices, such as increasing 
responsiveness to patients and other staff [27]; however, this lack of control over 
the workspace is also seen to devalue GPNs’ roles in comparison to GPs and 
constrain the type of care that GPNs are able to provide [79]. These types of 
locations for GPNs and their subsequent availability for unplanned interactions 
might also suggest increased interruptions to GPN consultations. In light of Howie 
and colleagues’ [177] finding that interruptions to medical consultations increased 
the length of consultations resulting in reduced patient enablement [177], the 
impact of interruptions to GPN consultations on the quality of care they provide 
needs to be ascertained.    
Patients’ preferences for smaller practices with personal list systems is well 
understood in relationship to GP care [150, 177]. With the trend in Australia 
following that of other countries, towards larger practices that provide a broad 
range of services, including access to nursing care, it is important to understand 
the impact this trend might have on the outcomes of GPN care. Hence, examination 
of general practice size in terms of GPs, GPNs and the ratio of GPs to GPNs could 
further inform our understanding of this.  
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If nurse-led collaborative models of care are to be effective in general practice, 
further understanding of factors that support these is essential. Examination of the 
impact of the stability of general practice teams [86] on the quality of GPN care, 
examined in terms of staff tenure, could inform this.  
Overall, patients report high levels of satisfaction with GPNs [38, 39, 42], although 
often consultations with GPNs do not incur any cost. These satisfaction levels 
might not be so high if patients paid for GPN services. Examination of this factor 
could fill this gap in the current understanding of the impact of GPN care on the 
quality of care in general practice.  
2.3.1 Research question 
A number of gaps in the evidence regarding the quality outcomes of GPN care in 
Australia have been identified. In light of this, the aim of this study is to examine 
how characteristics of general practices and nurse consultations influence 
patients’ experiences of satisfaction and enablement arising from GPN care. The 
research question is: What is the relationship between nurse consultation 
characteristics and general practice characteristics, and patient satisfaction and 
enablement arising from nursing care in general practice?  
The characteristics that will be examined are:  
General practice characteristics: 
 General practice size (number of GPNs and number of GPs);  
 GP: GPN ratio; and  
 Stability of the general practice team.  
 
Consultation characteristics: 
 Duration of consultation; 
 Continuity of GPN; 
 How well patients feel they know the GPN; 
 Interruptions to GPN consultations;  
 Making appointments to see a particular GPN; and 
 Payment for GPN consultations.  
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Patient characteristics:  
 Age; 
 Gender; 
 Self-rated health; 
 Long-term illness or disability; and 
 Health condition. 
2.4 Summary 
The introduction of nurses to Australian general practice has brought significant 
change to this coal face of primary health care. Research has thoroughly examined 
the impact of this change in terms of demographics, professional identities and 
roles, education and career pathways for GPNs and organisational perspectives. 
However, the aim of primary health care provision is to be responsive to the needs 
of the community and individuals, and in line with this to produce relevant and 
improved health outcomes [11].  
Tailoring and targeting models of care to meet the needs and preferences of 
patients and communities is known to improve health outcomes [193]; however, 
this can only occur if current evidence is available to inform their development. 
The measurement of the quality of care provided by GPNs is paramount to ensure 
that models of care in general practice are responding to the new face of general 
practice, which includes GPs and GPNs. The findings from this study will provide 
important evidence to inform the development of evidence-based models of 
primary health care in general practice. The design of this study, underpinned by 
the principles of quality measurement in health care, will be described in the next 
chapter, Research design.  
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Chapter Three: Research design 
3.1 Introduction 
The overview of general practice nursing literature in Chapter 2 has highlighted a 
scarcity of evidence regarding the impact of general practice nursing on the quality 
of care experienced by patients. While reviewing the literature it was evident that 
patient satisfaction and enablement are inexorably linked to the concepts of 
patient-centredness, patient preferences and measuring quality in health care. 
Hence, the design of a study aimed at measuring this impact needs to be founded 
on an understanding of these principles. Key articles by leading authors in each 
field were repeatedly referred to in the literature and for this reason, these articles 
were sought out and used to identify other critical informants, a strategy which 
underpinned the review of the literature that informed the design of this study. 
This chapter will commence with an overview of the literature on the 
measurement of quality in health and the approach taken in this study. This will be 
followed by the definition of the study aims.  A detailed description of the study 
design, including elucidation of the philosophical position of the researcher, will 
then be presented. This clear definition of research design is crucial in ensuring a 
robust, rigorous and valid approach underpins the research undertaken in this 
study. 
3.2 Patient-centred health care 
Any discussion of quality in health care needs to be underpinned by an 
understanding of patient centredness. Patient centredness is referred to as one 
marker of quality of care and at the same time it is a concept that underpins all 
aspects of quality. Patient-centred care refers to the way that health care providers 
and patients communicate and encompasses: the biopsychosocial perspective; 
exploration of the meaning of illness for patients; involving patients in their care, 
sharing responsibility; and prioritising the therapeutic relationship [194].  
In distinguishing person-focussed care from person-centred care, Starfield [195] 
states that relationship continuity is the critical and unique essence of primary 
care. She distinguishes this from communication and effective interactions, which 
are characteristic of all health care. As such, person-focussed care thinks well 
beyond the individual encounter [196] and considers the importance of continuity 
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of relationships over time, multi-morbidity as opposed to co-morbidity, the 
interrelatedness of body systems, the value of people’s concerns as well as 
clinically defined health conditions,  and the evolution of people’s experience of ill-
health in addition to the manifestation of their diseases [195]. Measures that fall in 
line with this way of thinking will be more responsive to patients’ experiences and 
priorities as well as professional perspectives. While this term is in keeping with 
the values of general practice, in this thesis the term most commonly used in the 
literature – patient-centred care – will be used, with the understanding that it 
encompasses the meaning underpinning person-focussed care.  
Research examining patients’ preferences and experiences has informed 
approaches to quality measurement in primary health care and general practice, 
including the development of patient experience surveys [36, 37, 121, 123, 124, 
132, 140, 141, 143, 150, 194, 197, 198]. Patients’ perceptions of what is important 
for health care can differ from health providers [199]. Most preferences fall within 
the process of care delivery; categories include access, interpersonal care and 
technical care, continuity of provider, patient-centredness and “hotel aspects of 
care” [121]. Within these, sub-categories are described, all of which are patient 
centric: access to personalised services; providers of similar cultural backgrounds; 
the ability to provide clear explanations. These authors discuss the relationships 
between categories and attributes, implying higher order attributes such as access 
to personalised care, a preferred provider and trust, which are dependent on 
access itself [121]. 
Approaches to quality measurement are founded on the principles of patient-
centred health care and patient preferences in health care. An understanding of 
these provides critical insight into the approach taken to quality measurement that 
has shaped this thesis. 
3.3 Measuring quality in health care 
Contemporary commentaries on quality in health have been influenced by 
Donabedian [200-202], whose approach was to divide health care into structure, 
process and outcomes. Through examining each of these attributes of a system of 
health care provision and the interaction between them, a thorough overview and 
evaluation of a system, including providers’ and consumers’ experiences, can be 
attained and the quality of care being provided through this service evaluated. In 
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line with this, patterns that optimise high quality care or contribute to poor quality 
care can identify where problems lie and how and where solutions can be targeted 
[203]. 
Donabedian’s theory has been used as the foundation upon which a number of 
researchers have built their work on quality, identifying categories considered 
inherent to its measurement. The most common of these are access [34, 204-206], 
effectiveness [34, 204-208], patient-centredness [34, 122, 205-210], safety [205-
208], equity [204, 205, 207] and efficiency [204, 206, 207]. Other categories 
include outcomes of care [122, 209], timeliness [34, 205-207], acceptability [206, 
211], competence [206, 210], professionalism [210], capacity [205, 206, 210], 
responsiveness [204], appropriateness [204, 206], relative resource use [212], 
disease specific indicators [212], caring [211], navigating the health care system 
[211], knowledge and information management [210], financing [210] and 
sustainability [206]. A summary of these is presented in Table 4. 
Two models of quality will be briefly discussed to highlight the different 
approaches that can be taken to the evaluation of health service provision: “A 
systems based model for assessing care” [34] and "A Conceptual Framework for 
Performance Assessment in Primary Health Care" [120]. 
Campbell and colleagues [34] examine quality in terms of an organisation’s 
physical characteristics, including resources, their organisation and management 
or staff characteristics, including teamwork and skill-mix [34]. Sibthorpe and 
Gardner [120] examine structure in the first instance from the ‘stewardship’ 
perspective, including policy development, financing, workforce, research and 
development and information technology; they then look at the structure and 
processes at an organisational level, separated from processes of care received by 
patients.  
Campbell and colleagues distinguish processes as technical care or interpersonal 
care [34], whereas Sibthorpe and Gardner [120] examine process in terms of 
processes of care provided by the organisation and received by patients. Campbell 
et al [34] further separate process into those directed towards preventive care, 
chronic disease care, and care for acute illness, in contrast with Sibthorpe and 
Gardner [120:97] who categorise received care as sick care (curative, 
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rehabilitative and palliative), health promotion, disease prevention, advocacy and 
community development.              
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Table 4: Indicators of quality in health care 
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Australian Commission for Safety and Quality in Healthcare 
[122] 
                      
Beattie and colleagues [211]                       
Campbell and colleagues [34]                       
Donabedian [201]                       
Institute of Medicine [207]                       
Maxwell [204]                       
National Committee for Quality Assurance, US [212]                       
National Health Service, UK [213]                       
Organisation for Economic Cooperation and Development 
[206] 
                      
Quest for Quality, 2008, UK 
[205] 
                      
Royal Australian College of General Practitioners [210]                        
Steffen [209]                       
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Effectiveness has been used as an alternative expression to health outcomes, 
although Campbell and colleagues [34] consider outcomes a consequence of care 
as opposed to a component of care. Outcomes have been distinguished in terms of 
clinical ‘health status’ or ‘user evaluation’ [34] or referred to as intermediate 
outcomes and divided into four subcategories: risk behaviours, clinical status, 
activities of daily living and satisfaction with care [120].   
In general, agreement is reached that the provision of health care is dependent on 
structures and processes, and the quality of these can be measured in a number of 
ways, including the outcomes for patients, often referred to as effectiveness. The 
purpose of health care is to ensure optimum health status for populations and 
individuals; the approach to these two levels will differ [34, 211, 214]. When 
considering a population, the objective is to provide care that serves the best 
interests of the most people at the most reasonable cost to society. When 
considering an individual the objective is to provide care, the benefits of which 
outweigh any potential risks. 
These models have formed the basis of the framework used in this study. Campbell 
and colleagues’ model proposes two dimensions of quality: access and 
effectiveness [34]. Underpinning these dimensions are the questions: “Do users get 
the care they need, and is the care effective when they get it?” [34:1612]. Structure 
is seen as the conduit through which patients gain access to care, provided and 
received at the process level, and the consequences of these interactions is 
described in terms of effectiveness (outcomes). This model (Figure 1), 
underpinned by Donabedian’s [200] framework of structure, process and outcome, 
provides a clear and simple basis for evaluation.   
 
 Figure 1: A systems based model for assessing health care  
(Campbell et al [34]) 
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The structure and people, including patients, within general practice is the 
framework for the central focus of care delivery – the consultation. Campbell and 
colleagues’ [34] model is underpinned by a belief that structural features can 
directly impact on processes and outcomes; for example, staff qualifications, the 
availability of clinical space or access to computers. Processes include both clinical 
processes and inter-personal interactions, which make up the delivery and receipt 
of health care [34]. In general practice, these processes take place within 
consultations, which can be provided by GPs and GPNs. This model identifies two 
domains of outcome: health status and user evaluation [34]. The second of these 
domains, user evaluation, will be the outcome focus of this thesis; patients’ 
evaluations of GPN care will be measured in terms of patient satisfaction and 
enablement.  
Sibthorpe and Gardner’s [120] Framework for Performance Assessment in 
Primary Health Care has been used in conjunction with the above model to provide 
detail, so as to clarify and define the structure, process and outcomes measures 
being examined in this study (Figure 2). This adaptation of both models will frame 
the approach to answering the research question: What is the relationship between 
general practice characteristics and nurse consultation characteristics and patient 
satisfaction and enablement arising from nursing care in general practice?  
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Figure 2: Conceptual model for quality assessment of GPN care 
(Adapted from Sibthorpe, B. and K. Gardner [120] A Conceptual Framework for Performance 
Assessment in Primary Health Care and S.M. Campbell, M.O. Roland, S.A. Buetow [34] Defining 
quality of care)  
This study addresses elements of each component of the framework, with a 
principal focus on GPN consultation processes. When interpreting the findings 
from the study it will be important to keep in mind the unknown influence of 
elements of structure, process and outcome that have not been examined. 
Elements of this framework not examined in this study include: physical and staff 
characteristics, information systems and workforce development (structure); 
health status, activities of daily living and risk behaviours (outcome). It needs to be 
noted that the framework refers to interpersonal care in terms of process and 
outcome; this will be examined in this study as a process factor within GPN 
consultations. 
3.4 Aims 
The overall research question is: What is the relationship between general practice 
characteristics and nurse consultation characteristics and patient satisfaction and 
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enablement arising from nursing care in general practice?  This study aims to 
explore this relationship with the following key objectives: 
1. To quantify the strength of association between general practice 
characteristics and GPN consultation characteristics, and patient 
satisfaction and enablement. 
2. To gain contextual insight into general practice and nurse consultation 
structures and processes influencing the development of patient 
satisfaction and enablement. 
3. To discuss the relevance and implications of these findings for individuals, 
general practice nursing, general practice organisations and Australian 
health care policy. 
3.5 Mixed methods design 
General practice is a complex field for research; practices vary from small 
businesses to corporate organisations, within which the organisation of medical 
and nursing staff is at times hierarchical and at others part of a financially driven 
business structure. Patients attending general practices come from a variety of 
socioeconomic and ethnic backgrounds, and present with a variety of health 
conditions. While the use of a survey tool could provide empirical data indicating 
associations between selected variables [215], the capacity to understand these 
complex relationships required more than one approach [216, 217]. The 
qualitative (interpretivist) research tradition’s emphasis on meaning shaped by 
context and social interaction was considered an effective means of strengthening 
the study findings, allowing them to also be informed by human experience and 
values [215, 218]. The benefits of combining quantitative and qualitative methods 
have been established in terms of the capacity to bring the strengths of both 
methods into a project, producing more than each could offer on its own [216, 217, 
219-223]. The use of different methods captures different dimensions of a 
phenomenon [224].  
The combining of ‘incongruous paradigms’ – positivism, which seeks objective 
truth, and interpretivism, which emphasises no singular reality [220] – has been a 
source of criticism of mixed methods research. However, Sandelowski [225] 
argues that mixed methods are not mixed paradigms of inquiry, but the methods 
or techniques that researchers choose; the way in which they combine them 
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reflects the philosophical position of the researcher. As such, the use of different 
methods to frame a study enables the examination of different world views of one 
phenomenon, which will be made manifest in the questions asked and the 
interpretation of findings. These questions and interpretations will diverge 
depending on the underlying paradigm.  
The decision to use mixed methods at the beginning of this study deemed it a 
“fixed mixed methods design” [215]. The first ‘priority decision’ was consideration 
of the way in which the qualitative and quantitative methods would be combined, 
essential to maintaining rigour from the start [217, 223]. Part of this was 
determining the principal tool or core, dominant component (or strand) [215, 
217], which in this study was the quantitative method of cross-sectional surveying. 
Fundamental to quantitative research is the accuracy and clarity of the measures 
used [220, 223].   
3.5.1 The survey 
Surveys are characterised by the structured and systematic way in which data are 
presented in a data grid, characterised by columns of variables and rows of cases, 
each of which represents a person or unit of measurement. They are also 
characterised by the method in which they are analysed [226]. This systematic 
structure enables direct comparison of cases and groups of cases. Whilst survey 
data can be obtained through structured interviews and other means, the use of a 
questionnaire is useful in cross-sectional studies such as this for its capacity to 
obtain data in a standardised way from a large number of people during a defined 
timeframe [227]. This same self-reported data can otherwise be difficult to obtain 
[228] and it provides a valid source of comparison with which to conduct further 
research. As outlined in the introductory chapter, the survey of choice for this 
study was the Patient Enablement and Satisfaction Survey (PESS), developed and 
validated for use examining the quality outcomes of nursing care in Australian 
general practice.  
3.5.2 The interview 
The method chosen for the qualitative component was the interview; a systematic 
method for obtaining experiential knowledge and to elicit the processes 
antecedent to an outcome of interest [229, 230]. This was considered most 
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appropriate for this study examining the influence of specific structures and 
processes underpinning patient satisfaction and enablement resulting from GPN 
care.  
The interview method is underpinned by the understanding that each individual 
person is an important source of knowledge [229]. Interviewees were considered 
active participants, unravelling general practice and GPN consultations, and their 
experiences and perceptions of the role of GPNs. 
3.5.3 Defining research questions for each component of the study 
Creswell and Plano Clark [215] recommend the definition of distinct questions for 
each component of a mixed methods study, which can then be combined to answer 
the main research question. The use of a survey for the quantitative component 
was aimed at fulfilling the first objective: To quantify the strength of association 
between the outcomes and nurse consultation characteristics and general practice 
characteristics. In doing so, it also defined the research question for the 
quantitative component of the study:  
 What is the association between general practice characteristics and nurse 
consultation characteristics and patient satisfaction and enablement? 
The qualitative component was designed to fulfil the second objective: To gain 
contextual insight into general practice and nurse consultation structures and 
processes influencing the development of patient satisfaction and enablement. 
Recent qualitative studies have explored patient satisfaction in relation to nursing 
care in general practice comprehensively [40, 43]; however, no such research has 
been conducted in relation to patient enablement. For this reason, at the GPN 
consultation level, patient enablement was the focus of the qualitative component 
of the study. An additional question was developed to qualitatively explore the 
relationship between general practice characteristics and patient satisfaction and 
enablement. Hence the following two questions were designed to achieve the 
objectives of the qualitative component of the study: 
 What characteristics in the general practice optimise or enhance 
implementation of the nursing role in general practice? 
 What needs, activities, processes and relationships foster patient enablement?  
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The final objective: To discuss the relevance and implications of these findings for 
individuals, general practice as an organisation and Australian health care policy, 
could be achieved once the first two objectives were met and the data from these 
two components integrated in order to answer the primary research question: 
What is the relationship between general practice characteristics and nurse 
consultation characteristics and patient satisfaction and enablement arising from 
nursing care in general practice? 
The complementary use of qualitative methods added to the research design’s 
overall capacity to meet the aims of the project [223]. The initial study design was 
QUANT/ qual [217, 219]; the quantitative component considered the principal 
tool. However, as the project unfolded, it became apparent that the qualitative 
component had gained equal priority, changing its manifestation into a 
QUANT/QUAL (equivalent design) mixed methods study.   
A point of contention in mixed methods research lies in the capacity for each 
component of a study to stand on its own. Morse and Niehouse [217:14] contrast a 
true mixed methods study, in which the supplemental component is “partially 
complete and not conducted rigorously enough to stand on its own”, with multiple 
method design, where each component can stand on its own. This point of view is 
in contrast with other authors who emphasise the need for rigour in every 
component of a mixed methods study [215, 223]; in which results in each 
component of the study are fully articulated.  In line with this, a careful and 
measured approach to data collection and analysis ensured that both components 
were conducted rigorously as standalone studies, which when presented on their 
own could add new knowledge to primary health care nursing research; although 
when combined they complemented each other and provided a more complex 
analysis [219]. 
The second decision was in regard to timing; of data collection and integration (or 
mixing) of results from the two components. This multi-dimensional study, with 
several variables requiring consideration using different forms of measurement, 
made it well suited to a convergent (also called concurrent or simultaneous) mixed 
method design [215, 217, 221], denoted by a plus sign (QUAN+QUAL)[217]. The 
equal and concurrent combination of both methods is considered both valid and 
possible [215, 221, 223, 231]. This practical decision took into account the need to 
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spend a minimum amount of time in general practices and the capacity of one 
researcher to manage the distribution of surveys and to conduct interviews within 
a reasonable timeframe [219]. The logistical issues related to this design created a 
significant challenge during the data collection stage of the study; for example, the 
distance required for travel and coordination of interviews between data 
collection sites. This is why this is considered the most difficult design [223].   
The timing of integration (or interface) of results is considered an essential 
element of ensuring the study’s rigour [217, 219]. A choice was made between 
three potential points of integration: the results, interpretation or conclusion 
phase [219]. In this study the quantitative and qualitative components were 
collected and analysed separately. Following this the results from the two 
components were integrated, analysed and interpreted as a whole (See Figure 3).  
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Figure 3: Flow chart of the implementation of the convergent parallel design for this 
study  
(Adapted from Creswell and Plano Clark [215:79]) 
* Although quantitative and qualitative data was collected concurrently, the nature 
of the qualitative methodology (grounded theory) meant that qualitative data 
analysis also occurred concurrently. To maintain the rigour of this analysis, 
uninfluenced by preliminary impressions of quantitative data analysis, the 
qualitative findings were analysed completely before any analysis of quantitative 
data took place.   
In keeping with a ‘parallel-databases’ variation of convergent mixed methods 
design, comparison and synthesis of the two data sets enabled in-depth 
interpretation of the data [215].   
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3.6 The philosophical position of the researcher 
Whilst acknowledging that qualitative and quantitative methods may be mixed, 
Sandelowski [225] believes the way that results are treated, including the resulting 
mix and analysis, will reveal the philosophical position of the researcher. The 
adoption of mixed methods is often considered pragmatic [215, 222, 232], 
accepting that neither paradigm on its own can provide a comprehensive analysis 
of a topic [233:68]. However, this study was underpinned by a critical realist 
philosophy. Critical realists stress the importance of retaining both the objective 
(ontological) aspect of knowledge and the subjective (epistemological) aspect, 
acknowledging the reality of the object known as distinct from the perceptions of 
the knower. This sustains the existence of reality, at the same time acknowledging 
the subjective, socially situated nature of knowledge. Key features of this 
philosophy are the endorsement of the central place of ‘process’ or ‘mechanism’ in 
explaining reality; as such there is no single or correct way of understanding the 
world [234]. The identification of underlying associations is important in terms of 
the tendencies they produce, rather than any empirical generalisations that one 
might make about them [233]. These tendencies can be understood through the 
use of interpretivist methodologies that focus on human interaction and discourse 
[235]. This also needs to occur in the reverse; discourses need to be related to 
underlying social structures and processes.   
The critical realists’ goal to foster deeper levels of understanding and explanation 
[233] was in keeping with the objectives of this study. The adoption of a critical 
realist perspective can circumvent issues associated with the combination of 
paradigms [233]. This ontological position accepts that a real world exists 
independently of our experiences, theories and perceptions, while also 
acknowledging a form of epistemological constructivism, which accepts the 
validity of alternative accounts of any phenomenon [234].   
Critics of realism as an approach to qualitative research reject the possibility of 
holding separate ontological and epistemological positions [236], believing the 
presence of a realist ontology must also be linked with a corresponding 
epistemology; however, the adoption of critical realism has been upheld by a 
number of qualitative researchers including Frazer and Lacey [237]. They believe 
it is quite possible to be a realist at an ontological level whilst an epistemological 
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interpretivist, with an understanding that perceptions of the world are largely 
interpretive and changeable rather than just representational. In fact, proponents 
of critical realism believe there is a connection between the ontological, 
epistemological and methodological premises underpinning this philosophy. 
Critical realism has successfully underpinned a number of mixed methods, 
qualitative/quantitative studies [238-240], whilst adhering to both positivist and 
interpretivist methodological principles and practices. 
Risjord [241, 242] identified two purposes of mixed methods research: 
confirmation and completeness. Confirmation refers to the capacity of quantitative 
research to confirm and enhance transferability of qualitative findings and the 
converse capacity for qualitative research to capture meanings that can provide 
depth to survey data. Confirmation also refers to the capacity for identification of 
bias through using mixed methods approaches, increasing researchers’ confidence 
in the findings [242]. Confirmation enhances completeness and as such these two 
inter-connected purposes result in an overall coherence, which cannot be achieved 
with one method alone [242].   
Sandelowski and colleagues’ [225] descriptions of ‘triangulation’ (corroboration or 
validation of data) and ‘complementarity’ (to explain, clarify and add depth to 
results) are parallel with Risjord and colleagues’ [241, 242] ‘confirmation’ and 
‘completeness’. Sandelowski and colleagues also add a third purpose for mixing 
methods development, the purpose of which is to guide researchers in terms of 
additional data collection, sampling and techniques [225]. The reasons for mixing 
methods in this study was for ‘complementarity’; using qualitative data to enhance 
and deepen understanding of data obtained through quantitative methods [223-
225].   
Compatible with these purposes, the critical realist approach to this current study 
was based on an understanding that there is a measurable social reality [233], an 
understanding of which could be deepened through the combination of positivist 
and interpretivist approaches. Complementarity (or confirmation and 
completeness) occurred through the merging of data sets at the point of 
integration, inherently involving the comparison, contrast and synthesis of 
findings. This integration was representative of the critical realist perception that 
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it is the interaction between social structures, processes and ‘human agency’ that 
leads to outcomes [233].  
3.7 Ethics 
Ethical approval for this study was obtained from The Australian National 
University Human Research Ethics Committee (Protocol: Protocol: 2013/344). The 
details underpinning the ethical approach to this study, including informed 
consent, are contained within the following chapters.   
3.8 Summary 
The ACTPESS was designed to answer the research question: What is the 
relationship between general practice characteristics and nurse consultation 
characteristics and patient satisfaction and enablement?  
The framework underpinning the assessment of these two key quality outcomes 
acknowledges that insight into structure, process and outcome is inherent to the 
measurement of quality in health care. This framework is founded on previous 
approaches, which have been informed by an understanding of patient preferences 
in primary health care; as such this assessment takes a patient-centred approach. 
The mixed methods design of this study acknowledges the complexity of general 
practice and the accompanying need for research in this area to examine patients’ 
experiences from a number of dimensions, requiring the use of quantitative and 
qualitative methods. The approach taken to this study is reflective of the world 
view of the researcher, a critical realist world view, which will distinguish the way 
in which the methods are used and the results are viewed [225].  
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Chapter Four: A cross-sectional study of the outcomes of nursing 
care in general practice: Methods 
4.1 Study design 
A cross-sectional design examined patients’ experiences of GPN consultations. 
Patients attending nurse consultations in general practices were invited to 
complete a survey in which they reported their satisfaction and enablement as 
outcomes of these consultations. These were the primary outcomes of interest.  
4.2 Setting 
The study took place in the Australian Capital Territory (ACT), Australia. 
Recruitment of general practices commenced in June 2013 and the general 
practice sample was finalised in December 2013. Data collection within the general 
practices took place from September 2013 to April 2014.  
4.3 Aims 
The aims of this quantitative component of the ACTPESS were to: 
1. Quantify the strength of association between selected GPN consultation 
characteristics and patient satisfaction and enablement. 
2. Quantify the strength of association between general practice 
characteristics and patient satisfaction and enablement, after adjusting for 
patient and nurse consultation characteristics. 
4.4 Participants 
The potential sample included all patients receiving nursing care in participating 
general practices during the data collection period. 
4.4.1 General practices  
To be included in the study the general practice was required to employ at least 
one GPN. Of the 100 general practices in the ACT Medicare Local, 61 were eligible 
for inclusion. A representative of each participating practice was required to sign 
an informed consent form (Appendix 3).  
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4.4.2 Patients 
Consecutive patients receiving nursing care in participating practices during the 
data collection period were recruited to the study. The inclusion criteria were that 
patients were: 
 Consulting with a GPN regardless of health condition;   
 16 years or older, or babies and infants of 5 years or younger for whom a 
parent or carer could complete the survey; 
 Able to read and write English.   
4.5 Data collection 
4.5.1 Instruments 
General practice profile 
A profile of each practice (Appendix 4) was completed by the Practice Manager. 
This profile included information regarding the number of GPNs, GPs and 
reception staff, their employment status (full-time or part-time), hours worked 
each week, gender, age, period of tenure at the practice and, for GPNs, their 
qualification (enrolled nurse or registered nurse). 
The Patient Enablement and Satisfaction Survey (PESS) 
The PESS v. 2 used for this study is provided in Appendix 5. This survey contained 
eight questions pertaining to patients’ demographics and preferences. These were: 
 Age 
 Gender 
 Overall, how do you rate your health? 
 Do you have a long-term illness or disability? 
 For how long have you been attending this GP practice? 
 How many times have you seen a nurse at this GP practice in the past 12 
months? 
 Do you prefer to see or speak to a particular nurse? 
 If yes to above, do you make appointments to see a particular nurse? 
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The survey also contained seven questions related to the nurse consultation. These 
were: 
 Reason for seeing the nurse (health problem) 
 Was this visit related to a long-term illness or disability? 
 Have you been seen by this nurse before? 
 How well do you feel you know the nurse? 
 How long was your consultation? 
 Was your consultation with the nurse interrupted? 
 Did you pay to see the nurse today?  
The PESS v.2 consisted of 15 questions specific to the outcome variable ‘patient 
satisfaction’ and five questions specific to the outcome variable ‘patient 
enablement’. The survey also contained a free text area for patients to make any 
further comments; however, free text comments were not analysed for this study.  
4.5.2 General practices 
A letter of invitation and an information sheet about the study (Appendix 6) was 
sent to the 61 eligible practices and, if required, was followed up by a phone call 
one week later. For the majority of practices, several phone calls were required in 
order to establish contact with the practice manager or to follow up on 
conversations regarding the practice’s potential participation.  
4.5.3 Survey distribution 
In the first instance surveys were handed out by reception staff consecutively to all 
eligible patients attending the practice to consult with a nurse. Reception staff and 
GPNs were provided protocols outlining the inclusion criteria, the voluntary and 
anonymous nature of patients’ participation and contact details for further 
information (Appendix 7).  
Each survey contained an information sheet for participants (Appendix 8) and a 
stamped addressed envelope in which participants could return surveys by post. 
Alternatively, participants could deposit their completed surveys into a sealed box 
placed in the waiting room of each practice (Appendix 9). Patients’ completion and 
return of the survey indicated implied consent to take part in the study.  
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Also contained in the survey was an A5 information sheet giving participants the 
option to take part in an interview to inform the qualitative component of the 
study (Appendix 10). Participants were given the option to phone or email the 
researcher to find out more about the interviews or to provide their contact details 
and return the completed expression of interest form with their completed survey. 
The researcher visited each participating practice every 7 to 10 days to empty the 
sealed boxes in the waiting rooms. By the end of October it became apparent that 
the surveys were not being distributed at most practices, evidenced by the fact 
that no surveys were in the sealed boxes, nor had any been returned by post. When 
reception staff and practice managers were asked about this they stated that they 
were having difficulty remembering to distribute the surveys, due to the busy 
nature of their work. To accommodate this, a variation to the ethics protocol was 
submitted and approved to allow the placement of advertising flyers (Appendix 
11) in the waiting rooms of participating practices, aimed at recruiting patients 
directly to the study. Beside the flyers were surveys and the sealed survey return 
boxes. This had a positive effect on recruitment at one practice, where compared 
with the first three weeks of data collection when five completed surveys were 
returned, in the two weeks following the provision of flyers and surveys in the 
waiting room, 22 completed surveys were returned in the sealed box in the 
waiting room. However, this number steadily declined in the weeks that followed. 
This effect was not observed in the other practices.   
In mid-November a second application for variation to the ethics protocol was 
submitted and approved, allowing for the provision of surveys to patients directly 
by GPNs at the end of each consultation. Nurses were provided with a protocol for 
survey distribution (Appendix 12) aimed at clarifying for patients that neither they 
nor other practice staff would see the completed surveys, and they also had no 
interest in the patients’ completion of them. Survey distribution continued until 
April 2014. 
4.6 Variables 
4.6.1 Outcome variables 
Patient satisfaction scores were calculated using scores relative to a 6-point Likert 
scale: ‘Strongly disagree’ = 1; ‘Disagree’ = 2; ‘Uncertain’ = 3; ‘Agree’ = 4; ‘Strongly 
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agree’ = 5; ‘Not applicable’ = 0. As such, responses attracted scores ranging from 0 
to 5; the total possible maximum score for the 15 questions was 75.  
Patient enablement scores were calculated using scores relative to a 4 point Likert-
scale: ‘Same or less’ = 0; ‘Better’ or ‘More’ = 1; ‘Much better’ or ‘Much more’ = 2; 
‘Not applicable’ = 0. As such responses attracted scores ranging from zero to two; 
the total possible score for the five questions was 10. ‘Not applicable’ responses 
were scored zero, as were responses of ‘Same or less’, in line with the intention of 
Howie’s [243] original survey tool (The Patient Enablement Instrument), which 
was to measure positive enablement responses, for which the inclusion of a ‘Not 
applicable’ response (scored as zero) had no impact.  
4.6.2 Independent variables 
The names of the independent nurse consultation and patient variables are 
presented in Table 5 beside the associated survey questions. 
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Table 5: Independent patient and nurse consultation survey questions and their 
associated variable names. 
Survey Question Variable name 
Patients 
   Age Age 
   Gender Gender 
   Overall, how do you rate your health? Self-rated health 
   Do you have a long-term illness or  
   disability? 
Long-term illness or disability 
   For how long have you been attending  
   this GP practice? 
Length of attendance at the general practice’ 
   How many times have you seen a nurse at 
   this GP practice in the past 12 months 
Number of times patients has seen a nurse 
at the general practice in the past 12 
months’ 
   Do you prefer to see or speak to a  
   particular nurse? 
Preference to see or speak to a particular 
GPN 
   If yes to above, do you make appointments to 
   see a particular nurse? 
Appointments with GPN 
GPN consultation 
   Reason for seeing the nurse (health problem) Consultation type’ (chronic disease 
management, clinical care, preventive care) 
   Was this visit related to a long-term illness 
   or disability 
Consultation related to long-term illness or 
disability 
   Have you been seen by this nurse before? Continuity of GPN 
   How well do you feel you know the nurse? How well patients feel they know the nurse 
   How long was your consultation? Duration of consultation 
   Was your consultation with the nurse 
   interrupted? 
Interruptions 
   Did you pay to see the nurse today?  Payment 
 
General practice variables were: Practice size (GPs), Practice size (GPNs), Tenure 
(GPs), Tenure (GPNs) and GP; GPN ratio. These variables reflected those used in 
previous research, which had a primary focus on GPs rather than GPNs. Collection 
of the data for the first two of these enabled the calculation of GP: GPN ratio, which 
was considered to be the most useful variable of these in terms of reflecting 
practice size. 
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Fourteen of the independent variables were re-coded (and hence differed from the 
coding on the survey) to enhance a more comprehensive data analysis in terms of: 
 Having higher numerical codes representative of affirmative or higher 
degree responses, and  
 Collapsing some variables into fewer categories. While a larger number of 
categories can diminish confounding and power loss [244], categorisation 
was performed to enable comparisons with previous research and reports.   
A codebook was developed (Appendix 13) to inform data entry and analysis of 
these variables. To simplify analysis and enable comparison with previous 
research and government reports, all continuous variables (Age, Number of times 
patients had seen a nurse at the general practice in the past 12 months, Time 
attending at the general practice) were collapsed to form categorical variables 
[244]. For example, Age was categorised in line with categories determined by the 
Australian Bureau of Statistics’ (ABS) National Health Survey [245] and with those 
used in other patient experience surveys [145, 246-248]. The length of time 
patients had been attending the general practice was collapsed into three 
categories (‘≤ 2 years’, ‘3 to 9 years’, and ‘≥ 10 years’) in accordance with 
categories used in previous studies [42, 249]. How many times patients had seen a 
GPN at the general practice in the past 12 months was collapsed into three 
categories (‘Never’, ‘1 to 3 times’, and ‘more than 4 times’) in accordance with 
previous research [39, 42] and Continuity of GPN was categorised in accordance 
with categories used in previous patient experience surveys (‘Don’t know/ Never’, 
‘1 to 5 times’, and ‘> 6 times’) [142, 246]. Self-rated health was categorised in line 
with ABS categories [245] and those used in other patient experience surveys 
[142].  
Specific health conditions were categorised into the variable consultation type 
(preventive care, chronic disease management and clinical care). Activities included 
in preventive care were reflective of preventive activities identified in the 2012 
Australian General Practice Nurse National Survey Report [67]. The differentiation 
of chronic disease management from clinical care was informed by the 
classification and characterisation of chronic disease by the Australian Institute of 
Health and Welfare (AIHW) [250].   
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4.7 Bias 
At the planning stage of this study, the provision of surveys to patients by 
reception staff was intended to separate the recruitment process from the 
consultation itself. This was to diminish the potential for response bias related to 
patients’ sense of obligation to report higher levels of satisfaction and enablement 
than they truly achieved so as not to compromise their therapeutic relationship 
with the GPN. The study protocol instructed reception staff to make it clear to 
patients that they could not be identified by their surveys and that no one at the 
practice would see the completed surveys, which would only be seen by the 
researcher. Patients’ potential anxiety regarding this was also addressed through 
the provision of a postage-paid addressed envelope in which they could return 
completed surveys by mail to the researcher.  
As distribution by reception staff was not always successful, the potential for 
response bias was introduced to the study as well as selection bias (the provision 
of surveys to patients who GPNs believed would report high levels of satisfaction 
and enablement). In addition to instructions to GPNs to make it clear to patients 
that they could not be identified by their surveys and that no one at the practice 
would see the completed surveys, which would be only seen by the researcher, 
they were also instructed to provide surveys to consecutive patients, aimed at 
addressing the potential for selection bias.  
The possibility for patients to complete the surveys at the practice following the 
consultation and return them via the sealed box in the waiting rooms minimised 
potential recall bias [251].  
4.8 Multilevel modelling 
The intended method of data analysis informed calculation of the study size and as 
such a description of this precedes an explanation of how the study size was 
arrived at. A two-level hierarchical (multilevel) model (MLM) assessed the effects 
of general practice characteristics and nurse consultation characteristics on 
patient satisfaction and enablement. MLM partitions variance in the data into 
higher and lower level units. In line with this, individual units of analysis (patients 
within consultations) were at the first level, nested within the general practices 
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(contextual units) at the second level [252]. This simplest type of nesting using two 
levels of data, referred to as clustering, [253] is illustrated in Figure 4.  
 
Figure 4: Two-level hierarchical (multilevel) model 
This model enables examination of between-practice variation as well as 
estimation of the strength of associations; however, its use in this study was purely 
to account for clustering in general practices and to ensure adequate sample size. 
The presence of clustering in general practices violates the assumption of 
independence of observations [227]. This had the potential to magnify the 
differences in responses between practices [253]. As such, ignoring the effect of 
clustering at the stage of study design had the potential to lead to an 
underpowered study design due to ineffective sample sizes, increasing the 
potential for Type I error, incorrectly accepting the null hypothesis [227, 253, 
254]. Level 1 characteristics were patients within GPN consultations and Level 2 
characteristics were general practices.  
4.9 Study size 
The statistical power for Level 1 effects is dependent on the number of individuals, 
whereas the power of Level 2 effects is dependent on the number of groups 
(clusters) [255]. A general recommendation for MLM is that a minimum of 20 
groups is required to detect cross-level interactions [255]. The study’s power 
could be increased by increasing the number of practices (clusters) rather than the 
number of patients (individuals) within each practice [253]. With this in mind the 
aim was to recruit 25–30 practices and 10–15 patients from each practice. 
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Killip et al [253] recommend conducting a pilot study in order to calculate the 
intracluster correlation coefficient (ICC) or ρ (Greek rho), which can then inform 
calculation of the sample size for the main study. The ICC compares the variance 
between clusters with the variance within clusters and, as such, accounts for 
similarities or relatedness between individuals attending the same general 
practice [253, 256, 257]. These similarities can be due to a number of factors 
including socio-economic, ethnicity or cultural characteristics, or simply the fact 
that patients see and receive similar treatments from the same GP. Unfortunately, 
the pilot of the PESS only included two general practices and did not employ MLM. 
In the absence of a known ICC to inform sample size calculations for this study, the 
assumption was made that the ICC would be between 0.01 and 0.02, which is the 
usual rho (ρ ) value for human studies [253]. The following calculation for Effective 
Sample Size (ESS) was used, with the assumption that ρ = 0.01, m = 10, k = 25. 
Therefore, a minimum of 229 completed surveys (10 from each of 25 general 
practices) was required to achieve an ESS. 
                     ESS =   m*k**   =     10 x 25       =   250   =   229 
                                  DE***        1 + 0.01(9)        1.09 
 *m = sample size per cluster 
**k – number of clusters 
***DE = Design Effect = 1 + ρ(m-1) 
4.10 Data analysis 
Raw data were stored in secured offices at the university and digital data was 
stored on password protected computers accessible only to the primary 
researcher.  
The PESS codebook informed data entry. Data were entered directly from the 
surveys into Microsoft Excel spreadsheets twice. These data were then transferred 
into two Stata data files for analysis (Stata version 13.1), which were compared for 
differences. Where discrepancies were found the actual survey data was 
interrogated to ensure accuracy and to correct any errors. The process of 
comparison between data sets continued until no differences were observed. One 
data set was retained for analysis. 
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4.10.1 Statistical analysis 
Stata 13.1 package [258] was used to conduct all data analyses. 
To test the internal consistency of the PESS (satisfaction and enablement scales) 
the Cronbach’s  measure was applied (criteria of acceptability 0.70<0.90) [259]. 
This assessed the strength of association based on the average inter-item 
correlation [226] and the association between each scale item and the full scale 
[259]. Results with missing values were excluded from this analysis. 
Descriptive data analyses of the general practices were presented as number of 
GPs and GPNs (headcount), full-time equivalent (FTE) hours provided by each, and 
the ratio of GPs to GPNs, including the percentage of total sample. Their age and 
tenure of employment were also described. A graph provided comparison between 
practices’ mean total satisfaction and enablement scores, including standard 
deviations. Patient and consultation descriptive data were presented, including an 
overview of the health conditions patients had been treated for.  
Multilevel modelling 
In order to test the assumptions of normality, linearity and homoscedasticity 
between predicted dependent outcome scores (patient satisfaction and patient 
enablement) and the obtained scores, scatterplots of the predicted values of the 
dependent variables against the residuals and standardised residuals were 
examined [254]. This was to determine the approach to analysis, linear or logistic 
regression.  
Before running the MLM two key decisions [254] were made:  
1. Examination of independent variables 
The first decision was regarding which predictors to include in the models. 
Univariate regression analyses of general practice, patient and consultation 
variables with each outcome variable were conducted. Wald tests were conducted 
on each variable to ascertain which variables as a whole were significant, rather 
than categories within the variables. Variables that reached a significance of 
p=<0.20 were retained for inclusion in the MLM. The determination of p<0.20 was 
in line with Bendel and Afifi’s [260] recommendation. 
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Prior to analysis, consideration of the independent variables ensured that the 
outcomes of MLM were reflective of associations between the independent and 
dependent variables, unconfounded by associations between independent 
variables [254]. Ordinal variables were examined using the Pearson’s correlation 
coefficient and categorical variables were examined using the chi2 (χ²) test and 
odds ratio.   
Variables that achieved inter-correlations less than 0.60 were entered into the 
multilevel models in order to minimise multi-collinearity [261]. If a strong 
correlation (> 0.60) or a significant association (p ≤ 0.20) existed between two 
eligible variables, only one of these was retained for inclusion in the MLM analysis. 
This ensured that the smallest number of uncorrelated independent variables 
were included, enabling each of those variables to account for an independent and 
substantial amount of variability in the dependent variable [254].  
2. Fixed or random effects? 
The second choice was between examining fixed, random or mixed effects in the 
MLM [254]. The multilevel models differ in their specification of the regression 
coefficients. There may be complexity depending on the random or fixed qualities 
of specific coefficients. The term fixed effects denotes regression coefficients that 
do not vary by practice (cluster) or practice level coefficients. The term random 
effects refers to the practice (cluster) level errors. This study examined the effects 
of both levels on the outcomes using a MLM.  
Goodness of fit 
Goodness of fit analysis was conducted in two ways. Firstly, all potential variables 
were included in the initial models and one variable was removed at a time, 
comparing the models after each removal. This was done until only significant 
variables (p ≤ 0.05) remained. This was compared with models in which only 
variables that were significant (p ≤ 0.20) were included and then removed one at a 
time until only significant variables (p ≤ 0.05) remained. 
4.10.2 Missing data 
Dependent (outcome) variables 
The criteria used for acceptability for non-response to survey questions was 10% 
or higher [261-263]. Once observations with missing data greater than 10% were 
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removed, the remaining missing data were imputed to equal the average value of 
non-missing data. 
Independent variables 
Missing data for the independent variables was not imputed, as only complete 
cases were included in the analyses. 
4.11 Rigour 
This quantitative component of the ACTPESS was designed in accordance with the 
Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) 
recommendations [244]. The use of this approach ensured a rigorous process was 
applied for the design and the reporting of the results. 
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Chapter Five: Cross-sectional study of the outcomes of nursing 
care in general practice: Results 
5.1 Participants 
5.1.1 General practices response rate 
Of the 100 general practices in the ACT, 61 were eligible and therefore invited to 
participate. Twenty three (38%) agreed to participate. Of these, two withdrew for 
the following reasons. In one practice the sole GPN resigned, leaving it without a 
GPN to include in the study. This practice was unable to recruit another GPN in 
time to participate. The second practice provided services for a marginalised 
population and had difficulty recruiting patients whose English language mastery 
was adequate for participation. A flow chart of the general practices and individual 
participant inclusion and exclusion is presented in Figure 5. 
5.1.2 Individual participant (PESS) response rate 
A total of 1665 patient surveys were distributed from the 21 participating 
practices; range 20 to 200 per practice (mean = 79). Six hundred and ninety six 
(42%) completed surveys were returned. Patient response rates varied from 11% 
to 75% across practices.  
Of the returned surveys, 320 (46%) were deposited in the sealed boxes provided 
at the practices and 376 (54%) were returned via Australia Post in the pre-
stamped envelopes provided.  
In seven practices surveys were distributed to patients by reception staff alone. In 
nine practices surveys were distributed by a combination of reception staff and 
GPNs. In the remaining five practices surveys were distributed by GPNs alone. It 
was not possible to ascertain exactly how many surveys were distributed by 
reception staff and how many were distributed by GPNs in practices where they 
were distributed by both. Univariate logistic regression analyses were conducted 
to examine the association between distribution of surveys by reception staff, 
GPNs or both and both outcomes. There was no significant difference in either 
outcome when comparing practices where surveys were distributed by GPNs with 
those practices where surveys were either distributed by reception staff or a 
combination of reception staff and GPN. 
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Eight surveys were returned by patients under the age of 16 years, for which it 
was not clear that the surveys had been completed by a parent or guardian. As the 
inclusion of these surveys was not in accordance with the ethical approval for the 
study, they were excluded from the final sample. This left 688 surveys in the data 
set.   
Of those surveys with missing patient satisfaction data, 10 were excluded due to 
>10% missing data; nine that had missing data for all 15 patient satisfaction 
questions and one that had missing data for 10 of the 15 questions. Of the 
remaining 678 surveys, five had two missing responses and 15 had one missing 
response (3%). These missing data were imputed to equal the average of the non-
missing responses for the survey in which they were included. 
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Figure 5: Study population flow chart of case inclusion and exclusion 
 
There were missing data in 3% of the patient enablement questions. Six 
participants had missing data for two questions and 11 had missing data for one 
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question. All of these missing data were imputed to equal the average of the non-
missing responses for the survey in which they were included. 
Ineligible participants (possible self-completion by participant <16 years of age) 
and missing data >10% from the satisfaction scale accounted for a total of 18 
surveys being excluded, resulting in a total of 678 for inclusion in the final analysis.   
The 18 excluded surveys were from 12 of the 21 included practices. Table 6 
provides an overview of survey distribution and response rates from each 
participating practice, including the removal of surveys in data cleaning and the 
remaining number of surveys from each practice available for data analysis. Seven 
completed surveys were received that did not have an identifying practice number. 
These were retained for analysis and listed as ‘unknown’. 
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Table 6: Survey distribution and response rates in general practices, and remaining 
surveys from each practice following data cleaning 
Practice 
Surveys 
distributed N (% 
of total surveys) 
Surveys returned 
N (% of those 
distributed in the 
practice) 
Surveys removed 
in data cleaning N 
Surveys in final 
data set N (%) 
1         136   (8.2) 72  (52.9) 1  71 (10) 
2           53   (3.2) 40  (75.5) 0 40 (6) 
3           68   (4.1) 27  (39.7) 2  25 (4) 
4           49   (2.9) 19  (38.8) 0 19 (3) 
5         200  (12) 48  (24.0) 5  43 (6) 
6            91  (5.5) 45  (49.5) 0 45 (7) 
7            34  (2) 21  (61.7) 0 21 (3) 
8            57  (3) 14  (24.6) 0 14 (2) 
9            78  (4.7) 36  (46.2) 1  35 (5) 
10            88  (5.3) 10  (11.4) 0 10 (2) 
11          196 (11.8) 103  (52.6) 3  100 (15) 
12            38   (2.3) 10  (26.3) 0 10 (2) 
13          117   (7) 42  (35.9) 0 42 (6) 
14            87   (5.2) 19  (21.8) 0 19 (2) 
15            44   (2.6) 31  (70.5) 3  28 (4) 
16            30   (1.8) 11  (36.7) 0 11 (2) 
17            76   (4.6) 25  (32.9) 1  24 (4) 
18            20   (1.2) 15  (75.0) 1  14 (2) 
19            78   (4.7) 32  (41.0) 0 32 (5) 
20            85   (5.1) 50  (58.8) 0 50 (7) 
21            40   (2.4) 19  (47.5) 1  18 (3) 
Unknown    7  7 (1) 
Total 
(mean) 
       1665  (100) 696 (41.80)  18  678 
 
5.2 Final sample size and power 
The calculated effective sample size (ESS) based on an estimated intraclass 
correlation coefficient (ICC) of 0.01 was 184 participants. The actual sample size of 
678 more than achieved this, ensuring the study was well powered to detect a 
minimum effect size of 0.05. Including the actual ICC of 0.06 (for patient 
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satisfaction) in calculating the ESS using Killip and colleagues’ [253] calculation 
resulted in the following ESS, calculated based on the inclusion of 21 practices and 
10 subjects from each practice; confirming that the final sample of 678 was more 
than adequate for this study. 
ESS =   mk   =     10 x 21       =   210   =   136.36 
                                                 DE        1 + 0.06(9)        1.54 
The criteria used for, and processes of, data cleaning are described in Appendix 14.  
5.3 Descriptive statistics 
5.3.1 General practice variables 
Twenty one general practices participated in the study.  They were diverse in their 
organisational size and structure (  Table 7).  
  Table 7: Profile of staff in the participating general practices 
Characteristic GPNs GPs Practice Managers 
Number per practice (mean) 2.4 7.2 1.0 
Full Time Equivalent (FTE)(mean) 1.5 3.5 1.0 
Age (mean) 45 44 46 
Tenure (mean years) 3 6 8 
 
A total of 50 GPNs were employed by participating practices; 47 registered nurses 
and three enrolled nurses. Practices employed an average of 2.4 GPNs (range one 
to seven); of these 75% worked part-time, providing 1.5 FTE hours in each 
practice each week. The hours worked ranged from six to 42 hours per week 
(mean 23.97 hours). GPNs’ ages ranged from 24 to 63 years (mean 45 years) and 
their tenures ranged from one week to 12 years (mean three years). All GPNs in 
the study were female. 
Practices employed a total of 158 GPs, with an average of 7.2 GPs (range two to 
15), 77% of whom worked part-time, providing an average of 3.5 full-time 
equivalent (FTE) hours in each practice each week. They worked an average of 27 
hours each week (range four to 60). GPs’ ages ranged from 25 to 71 years (mean 
44) and their mean tenure was six years (range six months to 35 years). The 
majority (59%) of GPs were female. 
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Most practices employed one full-time practice manager, working an average of 38 
hours per week. The mean age of practice managers was 46 and their mean tenure 
was 8 years. All but two practice managers were female. 
The size of practices was measured in three ways: the number of FTE GPs, number 
of FTE nurses and the ratio of GPs to nurses (Table 8). None of the practices 
employed seven or more GPNs; as such this variable only had two categories 
(small and medium).  
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                     Table 8: Summary of general practice variables 
Variable Number (%) 
Practice size (FTE GPs)  
   Small (1-2)  79 (11) 
   Medium (3-6) 436 (65) 
   Large (≥7) 156 (23) 
Total 671 (100) 
Practice size (FTE GPNs)  
   Small (1-2) 522 (78) 
   Medium (3-6) 149 (22) 
Total 671 (100) 
Tenure (GPs)  
   1-2 years   59  (9) 
   3-6 years 237 (35) 
   ≥7 years 308 (46) 
Missing    67 (10) 
Total 671 (100) 
Tenure (GPNs)  
   1-2 years 420 (63) 
   3-6 years 233 (35) 
   ≥7 years   18 (3) 
Total 671 (100) 
Ratio GPs: GPNs  
   >5 GP:1 GPN 191 (29) 
   3-4 GP:1 GPN 277 (41) 
   <3 GP:1 GPN 203 (30) 
Total 671 (100) 
 
5.3.2 Patient and nurse consultation variables 
A description of the participating patients and their responses to questions 
regarding GPN consultation variables is presented in Table 9. The largest group of 
patients were aged 65 years or older (33%). While 18% of patients were aged 0 to 
24 years, this group also consisted of patients for whom a parent or guardian 
completed the survey. The majority of participants were female (62%). Most 
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patients (85%) had no preference to see or speak to a particular nurse; however, 
83% of those who stated they preferred to see a particular nurse acted on this 
preference and made appointments to see that nurse.  
The majority of patients (46%) reported very good or excellent self-rated health. 
Thirty six percent had been attending the general practice for 10 or more years 
and 50% had seen a GPN at the practice in the past 12 months. More than half of 
the GPN consultations were for clinical care and one third were between six and 
ten minutes in duration. The majority of consultations (86%) were not interrupted 
and the majority of patients (85%) reported that they did not pay for their 
consultation with the GPN.  
The largest amount of missing data (4%) for GPN consultation independent 
variables was for age and payment of consultation. No action was taken in regard 
to missing data for the independent variables as the final analyses only contained 
complete cases. 
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            Table 9: Profile of patients and GPN consultation characteristics 
Variable Number (%) 
Age  
   25 to 44 years 155  (24) 
   0 to 24 years 115  (18) 
   45 to 64 years 167  (26) 
   ≥65 years 215  (33) 
   Missing   26    (4) 
   Total 678 (100) 
Gender  
   Male 260  (38) 
   Female 417  (62) 
   Missing     1  (<1) 
   Total 678 (100) 
Self-rated health  
   Very good/Excellent 310  (46) 
   Good 233  (35) 
   Fair/ Poor 131  (19) 
   Missing     4  (<1) 
   Total 678 (100) 
Long-term illness or disability  
   No/ Don’t know 397  (59) 
   Yes 275  (41) 
   Missing     6  (<1) 
   Total 678 (100) 
How long attending general practice 
   ≥10 years 236  (36) 
   3 to 9 years 209  (32) 
   ≤ 2 years 211  (32) 
   Missing   22    (3) 
   Total 678 (100) 
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Variable Number (%) 
How often patient has seen a nurse at this practice in the past 12 months 
   Never  70  (10) 
   1 to 3 times 336  (50) 
   More than 4 times 271  (40) 
   Missing     1  (<1) 
   Total 678 (100) 
Preference to see a particular nurse 
   No 576  (85) 
   Yes 102  (15) 
   Total 678 (100) 
Makes appointment to see or speak to a particular nurse 
   No/ NA 593  (88) 
   Yes   85  (13) 
   Total 678 (100) 
This visit related to long-term illness or disability 
   No/ NA 488   (72) 
   Yes 190   (28) 
   Total 678 (100) 
Consultation type  
   Preventive 229  (35) 
   Chronic Disease Management   60   (9) 
   Clinical 371  (56) 
   Missing   18     (3) 
   Total 678 (100) 
Duration of consultation  
   0 - 5 minutes 121  (18) 
   6 to 10 minutes 212  (32) 
   11 to 15 minutes 164  (24) 
   More than 15 minutes 175  (26) 
   Missing    6   (<1) 
   Total 678 (100) 
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Variable Number (%) 
How many times seen by this nurse before 
   Never/ Don’t know 305  (45) 
   1 to 5 times 246  (36) 
   ≥ 6 times 126  (19) 
   Missing     1  (<1) 
   Total 678 (100) 
How well the patient feels they know the nurse 
   Not at all 211  (31) 
   A little 247  (37) 
   Well/ very well 213  (32) 
   Missing     7    (1) 
   Total 678 (100) 
Interruptions to consultations  
   No 575  (86) 
   Yes   92  (14) 
   Missing   11    (2) 
   Total 678 (100) 
Payment for consultation  
   No 554  (85) 
   Yes 100  (15) 
   Missing   24    (4) 
   Total 678 (100) 
 
Patients’ health conditions (Table 10) were spread across 15 categories, including 
one for miscellaneous conditions. The largest number of patients attended for 
adult vaccinations (n=99), followed by those attending for blood tests (n=97), 
wound management (n=90) and adult injections (n=64). The smallest cohort was 
those attending for over 75 years health assessments (n=8), followed by four year 
old health assessments (n=11) and pap smears (n=12).   
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Table 10: Patients’ health classification and conditions 
Consultation type Health condition Number (%) 
 
 
 
Preventive Health 
   4 year health assessment   11    (2) 
   45 to 49 health assessment   31    (5) 
   Over 75s health assessment     8    (1) 
   General health assessments   16    (2)  
   Infant and childhood 
   immunisations 
  52    (8) 
   Adult vaccinations   99  (15) 
   Pap smears              12    (2) 
 
 
 
Clinical Care 
   Wound management      90  (14) 
   Adult injections   64  (10) 
   Blood tests    97  (15) 
   Assistance with medical  
   procedures 
  16    (2) 
   Ear health   34    (5) 
   Emergency management          16    (2) 
   Miscellaneous   54    (8) 
Chronic Disease Management    Chronic disease management           60    (9) 
Missing    18    (3) 
Total    660 (100) 
5.4 Outcome measures 
5.4.1 Summary of outcome measures 
The total possible maximum patient satisfaction score was 75. The total possible 
maximum patient enablement score was 10. The mean total patient satisfaction 
and enablement scores for each practice are presented in Table 11. Mean total 
satisfaction scores for general practices ranged from 53 to 70.29. The overall 
median total satisfaction score was 63 (IQR= 55-73) and the mean was 61.62 
(SD=12.97).  
Mean total enablement scores for general practices ranged from 1.20 to 5.89 (Table 
11). The overall median total patient enablement score was 2.25 (IQR= 0-6), mean 
3.39 (SD=3.5). The highest mean satisfaction score was reported for Practice 8 and 
the highest mean enablement score was reported for Practice 9. The second 
highest mean scores for each outcome were reported by the same practice 
(Practice 18). The lowest mean total satisfaction and enablement scores were 
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reported from patients attending the same practice (Practice 12). A zero score was 
recorded for 265 (39%) participants, indicating enablement levels of the same or 
less or that these questions were not applicable to them. These scores were 
included in all analyses. 
Table 11: Mean total satisfaction and mean total enablement scores for participating 
practices 
Practice Number of 
participants (%) 
Mean total satisfaction 
(SD) 
Mean total enablement 
(SD) 
1   71  (11) 62.3 (13) 3.3 (4) 
2   40    (6) 58.2 (14) 3.3 (4) 
3   25    (4) 57.0 (18) 3.0 (3) 
4   19    (3) 61.6 (13) 3.4 (4) 
5   43    (6) 58.3 (19) 3.6 (4) 
6   45    (7) 60.7 (11) 4.3 (4) 
7   21    (3) 66.1   (8) 5.2 (4) 
8   14    (2) 70.3   (7) 4.8 (4) 
9   35    (5) 67.6   (9) 5.9 (3) 
10   10    (2) 63.5 (14) 2.3 (4) 
11 100  (15) 61.1 (15) 2.5 (3) 
12   10    (2) 53.1 (11) 1.4 (2) 
13   42    (6) 62.0 (12) 2.7 (4) 
14   19    (3) 56.2 (11) 2.3 (3) 
15   28    (4) 61.1   (9) 3.4 (3) 
16   11    (2) 65.6   (6) 3.5 (4) 
17   24    (4) 63.0 (13) 3.5 (4) 
18   14    (2) 70.0   (6) 5.4 (4) 
19   32    (5) 64.0 (12) 3.1 (3) 
20   50    (7) 58.3 (11) 2.8 (3) 
21   18    (3) 62.4 (13) 3.3 (4) 
Unknown     7    (1) 58.0   (9) 2.3 (4) 
Total 678 (100) 61.5 (13) 3.4 (4) 
 
In order to ascertain the effect of the survey response rate in the general practices 
on patient satisfaction and enablement a new variable was created (Response 
Rate). This variable had two categories - High response rate (≥45%) and Low 
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response rate (<45%). Univariate logistic regression analyses were conducted 
including this variable as the independent variable and patient satisfaction and 
enablement as the dependent variables. There was no significant association 
between Response rate and either outcome. That is patients attending practices 
that had response rates ≥45% (n=422) were no more or no less likely to be more 
satisfied or more enabled than patients attending practices that had response rates 
<45% (n=249).     
However, when a sensitivity analysis was conducted using a 50% response rate as 
the cut-off point, patients who attended practices where the response rate was 
≥50% (n=324) were more likely to be more satisfied (OR=1.36, 95% CI: 1.00 - 
1.85, p<0.05) than patients who attended practices where the response rate was 
<50% (n=347). There was no significant difference between these groups in terms 
of patient enablement. These findings need to be borne in mind when considering 
these findings. Response rates of 50% or higher might have been indicative that 
more satisfied patients were more inclined to complete a survey. 
In order to examine the effect of survey distribution on both quality outcomes 
univariate logistic regression analyses were conducted to examine the association 
between distribution of surveys by reception staff, GPNs or both and both 
outcomes. There was no significant difference in either outcome when comparing 
practices where surveys were distributed by GPNs with those practices where 
surveys were either distributed by reception staff or a combination of reception 
staff and GPN. 
5.4.2 Internal consistency of the PESS 
The average Cronbach’s  for both the patient satisfaction and the patient 
enablement scales (Table 12) were 0.92. Both of these exceeded the threshold for 
acceptability of  0.70 [261]. Removal of each item weakened the scale, some more 
so than others. The scores ranged from 0.87 - 0.91 with different items removed. 
Removal of question o. (The care I received from the nurse/s was of high quality) 
from the satisfaction scale weakened this scale more than removal of other items, 
resulting in an overall Cronbach’s alpha of 0.88. Removal of questions i and j (i. The 
nurse/s were available when I needed them; j. The nurse appointment times were 
when I needed them) made the least difference, resulting in an overall Cronbach’s 
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alpha for this scale of 0.89. Removal of question r (Able to take care of yourself at 
home) weakened the enablement scale more than removal of the other items in 
this scale, resulting in an overall Cronbach’s alpha of 0.88. Removal of question p. 
(Able to understand your illness) made the least difference to the scale, resulting in 
an overall Cronbach’s alpha of 0.90 
Table 12: Internal consistency of the PESS 
 
5.4.3 Testing assumptions of linear regression analysis 
The assumptions of MLM with a continuous dependent variable are the same as 
those underpinning linear regression; normality of the distribution, linearity and 
homoscedasticity [254].  
Homoscedasticity: patient satisfaction data 
The most obvious deviation from normal on initial inspection of the patient 
satisfaction variable scatter plot (Figure 6) was the presence of a large 
Question 
Cronbach’s 
alpha () 
a. The nurse/s were understanding of my personal health concerns 0.92 
b. The nurse/s gave me encouragement in regard to my health 
problem 
0.92 
c. I felt comfortable to ask the nurse/s questions 0.92 
d. My questions were answered in an individual way 0.92 
e. I was included in decision-making 0.92 
f. I was included in the planning of my care 0.92 
g. The treatments I received were of a high quality 0.91 
h. Decisions regarding my health care were of high quality 0.91 
i. The nurse/s were available when I needed them 0.92 
j. The nurse appointment times were when I needed them 0.92 
k. The nurse/s spent enough time with me 0.91 
l. I was confident with the nurse’/s’ skills 0.91 
m. The nurse/s were very professional 0.91 
n. Overall, I was satisfied with my health care 0.91 
o. The care I received from the nurse/s was of high quality 0.91 
p. Able to understand your illness 0.90 
q. Able to cope with your illness 0.89 
r. Able to take care of yourself at home 0.89 
s. Confident about your health 0.90 
t. Able to help yourself 0.89 
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concentration of scores at the upper limit of 75, indicative of a ceiling effect and 
evidence of a skewed distribution. This was due to the survey instrument, which 
did not measure beyond the upper limit of 75, rather than a threshold effect. 
Whilst this does not invalidate the analysis, the presence of a ceiling effect restricts 
the variance, increasing the potential for Type I error (increases the likelihood of 
incorrectly rejecting the null hypothesis) in linear regression analyses [264].  
   
Figure 6: Scatter plot: predicted scores vs residual patient satisfaction 
Homoscedasticity: patient enablement data  
The patient enablement variable scatter plot revealed a ceiling effect as well as a 
floor effect (Figure 7). A concentration of scores at the lower limit of zero was 
responsible for the skewed distribution. Similar to the ceiling effect, the floor effect 
reflected the presence of a defined lower limit for potential responses in the 
survey instrument. With a large number of participants reporting zero scores for 
patient enablement, the floor effect was greater than the ceiling effect for this 
outcome measure. The presence of both floor and ceiling effects in the dependent 
variable increases the potential for Type I error in linear regression analyses.  
 
Figure 7: Scatter plot: predicted scores vs residual patient enablement 
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Linearity and normality 
As all the independent variables were either categorical or ordinal, it was not 
necessary to establish linearity. With regard to normality, the original 
distributions for both outcomes were skewed. In line with the Tabachnick and 
Fidell [254] a number of transformations were conducted in an attempt to reduce 
the skewness (Appendix 15). While some improvements were evident, they were 
insufficient to achieve normal distributions. As such the assumptions 
underpinning linear regression analysis were violated. With this in mind linear 
outcomes were re-coded as binary outcomes, and logistic analyses were conducted 
instead.  
Determination of the cut-off points for each outcome took some consideration. A 
number of options were available for patient enablement. First, there was the 
choice of a cut-off between no enablement (scores of zero) and enablement (all 
scores other than zero). The second choice was to compare between all scores of ≤ 
5 (less enabled) and scores of > 5 (more enabled). However, a score of >5 could 
also mean that participants had reported: more enabled or much better for each 
question,  much more or much better for two questions, or more or better for one 
and the same or less for two questions. The third option was to choose the cut-off 
at the mean, consistent with the approach taken in previous studies [165, 265]; 
hence choose the cut-off at 3.39 (less enabled < 3.39 and more enabled ≥3.39). This 
was the approach chosen for this study. Out of interest, a sensitivity analysis was 
conducted comparing those who reported zero enablement with those who 
reported enablement (all scores other than zero). These results were consistent 
with those when resulting from analysis with enablement scores cut-off at the 
mean. 
Similar consideration was given to the cut-off point chosen for patient satisfaction. 
The Likert scale structure of the satisfaction section of the PESS meant that if a 
participant reported ‘agree’ to all 15 questions (indicating that they were satisfied 
with that element of care), they would attain a score of 60/75; each point higher 
than this indicating that a participant has reported strongly agree to one or more 
questions, indicating they are very satisfied with this element of care. If a 
participant reported agree to 11 questions and uncertain to four, they would attain 
a score of 56/75. Therefore choosing the mean as the cut-off point meant that 
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generally the comparison would be between participants who were less satisfied 
and very or more satisfied (less and more) and the approach was consistent with 
that taken in previous studies [39]. Patient satisfaction scores were divided at the 
mean (61.62) to represent less satisfied (<61.62) and more satisfied (≥61.62) GPN 
satisfaction scores. 
5.4.4 Descriptive statistics of binary outcome measures 
Descriptive binary statistics for the general practices is presented in Table 13. The 
highest percentage of patients who were more satisfied attended Practice 18 
(86%, 95% CI: 0.56-0.97) and the lowest percentage attended Practice 12 (0.20, 
95% CI: 0.05-0.56). The highest percentage of patients who were more enabled 
attended Practice 9 (80%, 95% CI: 0.63-0.90) and the lowest percentage attended 
Practice 12, where no patients were more enabled.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
108 
 
Table 13: Percentage of patients more satisfied and more enabled in participating 
practices 
Practice Number of participants (%) % more satisfied  
(95% CI) 
% more enabled  
(95% CI) 
1   71 (11) 48 (0.4 - 0.6) 44 (0.3 - 0.6) 
2   40   (6) 40 (0.3 - 0.6) 35 (0.2 - 0.5) 
3   25   (4) 44 (0.3 - 0.6) 40 (0.2 - 0.6) 
4   19   (3) 47 (0.3 - 0.7) 37 (0.2 - 0.6) 
5   43   (6) 49 (0.3 - 0.6) 49 (0.3 - 0.6) 
6   45   (6) 53 (0.4 - 0.7) 58 (0.4 - 0.7) 
7   21   (3) 67 (0.4 - 0.8) 67 (0.4 - 0.8) 
8   14   (2) 79 (0.5 - 0.9) 64 (0.4 - 0.9) 
9   35   (5) 77 (0.6 - 0.9) 80 (0.6 - 0.9) 
10   10   (2) 60 (0.3 - 0.9) 30 (1.0 - 0.6) 
11 100 (15) 54 (0.4 - 0.6) 36 (0.3 - 0.5) 
12   10   (1) 20 (0.1 - 0.6)   0 (0.0 - 0.0) 
13   42   (6) 64 (0.5 - 0.8) 33 (0.2 - 0.5) 
14   19   (3) 26 (0.1 - 0.5) 32 (0.2 - 0.6) 
15   28   (4) 46 (0.3 - 0.7) 46 (0.3 - 0.7) 
16   11   (1) 73 (0.4 - 0.9) 55 (0.3 - 0.8) 
17   24   (4) 63 (0.4 - 0.8) 46 (0.3 - 0.7) 
18   14   (2) 86 (0.6 - 1.0) 79 (0.5 - 0.9) 
19   32   (5) 66 (0.5 - 0.8) 44 (0.3 - 0.6) 
20   50   (7) 34 (0.2 - 0.5) 32 (0.2 - 0.5) 
21   18   (3) 61 (0.4 - 0.8) 39 (0.2 - 0.6) 
Unknown   7   (1) 29 (0.1 - 0.7) 29 (0.1 - 0.7) 
Total 678 (100) 53 (0.5 - 0.6) 44 (0.4 - 0.5) 
 
5.5 Pre-modelling correlation between independent variables 
Establishing the presence or absence of collinearity was essential to determine 
which variables to include in the MLMs. This ensured that a failure to identify valid 
significance of individual variables did not occur due to collinearity between 
variables. Examination of GPN consultation variables (   Table 14) revealed a 
substantial to very strong positive correlation (r=0.67) between ‘the number of 
times patients had seen this nurse before’ (‘continuity’) and ‘how well patients felt 
they knew the nurse’. Whilst both had p values ≤ 0.20, due to collinearity only 
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continuity of GPN was retained for MLM, as it was the relationship between 
continuity of GPN and the quality outcomes that was of most interest in this study.  
   Table 14: Pearson’s correlation coefficient between GPN consultation variables 
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Seen by nurse at this practice past 12 
months 
  1.00     
How long attending general practice   0.09 1.00    
Continuity of GPN   0.50 0.23   1.00   
How well patient feels they know nurse   0.42 0.09   0.67  1.00  
Duration of consultation -0.12 0.01 -0.15 -0.04 1.00 
 
There was a significant association between patients’ preference to see or speak to a 
particular nurse and patients making appointments to see a particular nurse 
(Pearson χ² = 298  p < .001) (Table 15); if both of these obtained a p value ≤ 0.20 in 
univariate regression, only the variable patients making appointments to see a 
particular nurse was retained for MLM. This variable was chosen due to the way it 
represented patients acting on their preference to see or speak to a particular 
nurse, considered representative of a stronger preference for this. 
Table 15: Association between patients’ preference to see or speak to a particular 
nurse and making an appointment to see a particular nurse 
                                                      Make appointments to see a particular nurse 
Prefers to see or speak to a 
particular nurse    
No/NA (%)            Yes (%) Total (%) 
No (%) 557 (97) 19   (3) 576 (100) 
Yes (%)   36 (35) 66 (65) 102 (100) 
Total (%) 593 (87) 85 (13) 678 (100) 
 
Examination of general practice characteristics (Table 16) revealed a substantial to 
very strong positive correlation (0.60) between Practice size (GPNs) and Practice 
size (GPs) and a strong negative correlation (-0.68) between Practice size (GPNs) 
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and GP: GPN ratio. Conceptually, the GP: GPN ratio provided a more practical guide 
to the size of a practice in terms of both health care providers and was comparable 
with the existing literature; hence this variable was retained for analysis if a choice 
was required (p value ≤ 0.20 for two or more of these variables in univariate 
analysis).   
Table 16: Pearson’s correlation between independent general practice variables 
 Practice size 
(GPs) 
Practice size 
(GPNs) 
Tenure 
(GPs) 
Tenure 
(GPNs) 
GP: GPN 
ratio 
Practice size (GPs) 1.00     
Practice size (GPNs) 0.60 1.00    
Tenure (GPs) 0.36 0.41 1.00   
Tenure (GPNs) 0.21 0.36 -0.04 1.00  
GPs: GPN ratio -0.19 -0.68 -0.38 -0.16 1.00 
 
5.6 Modelled results 
5.6.1 Patient satisfaction 
Univariate results 
General practice variables and patient satisfaction 
Results of the univariate logistic regression analyses of the relationship between 
general practice characteristics and patient satisfaction are shown in Table 17. 
None of these variables were eligible (p ≤ 0.20) for inclusion in the MLM. 
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Table 17: Results of univariate logistic regression analysis of the relationship between general 
practice variables and patient satisfaction 
Variable 
N more 
satisfied/ 
Total N 
% more 
satisfied (95% 
CI) 
OR 95% CI p value 
Practice size (GPs)     .97 
Small (1-2) 42/79 53 (0.42 - 0.64) 1.00 -  
Medium (3-6) 235/436 54 (0.49 - 0.58) 1.02 0.63 - 1.65  
Large (≥7) 83/ 156 53 (0.45 - 0.60) 0.98 0.57 - 1.68  
Practice size (GPNs)     .64 
Small (1-2) 277/522 53 (0.49 - 0.57) 1.00 -  
Medium (3-6) 82/149 55 (0.47 - 0.63) 1.09 0.76 - 1.57  
Tenure (GPs)     .40 
1-2 years 33/59 56 (0.43 - 0.68) 1.00 -  
3-6 years 133/237 56 (0.50 - 0.62) 1.01 0.57 - 1.79  
≥7 years 157/308 51 (0.45 - 0.56) 0.81 0.46 - 1.42  
Tenure (GPNs)     .53 
1-2 years 226/420 54 (0.49 - 0.59) 1.00 -  
3-6 years 121/233 52 (0.45 - 0.58) 0.90 0.66 - 1.24  
≥7 years 11/18 61 (0.37 - 0.81) 1.34 0.51 - 3.51  
Ratio GPs: GPNs     .42 
>5 GP:1 GPN 109/191 57 (0.49 - 0.63) 1.00 -  
   3-4 GP:1 GPN 141/ 277 51 (0.45 - 0.56) 0.79 0.54 - 1.14  
<3 GP:1 GPN 110/203 54 (0.47 - 0.61) 0.91 0.61 - 1.35  
* - Reference group 
Patient and consultation variables and patient satisfaction 
Results of the univariate logistic regression analyses of the relationship between 
patient and consultation variables and patient satisfaction are shown in Table 18. 
Eleven out of 15 variables were eligible for inclusion in the MLM (p ≤ 0.20). These 
were:  
 Self-rated health, 
 Long-term illness or disability,  
 How often seen by a nurse at this practice in the past 12 months,  
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 Preference to see or speak to a particular nurse,  
 Makes an appointment to see a particular nurse,  
 Consultation type,  
 Consultation related to long-term illness or disability,  
 Continuity of GPN,  
 How well the patient feels they know the nurse,  
 Duration of consultation and  
 Payment for consultation.  
 Age and Gender were also retained for inclusion in the MLM due to their ‘a 
priori’ nature as confounding variables.  
As previously described, due to the strong correlation between How well patients 
feel they know the nurse and Continuity of GPN the latter was retained for MLM in 
order to examine continuity of GPN care, but the former was dropped. When 
examining relationships between Age and the two outcomes, the age range of 25-
44 years was chosen as the reference group.  
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Table 18: Results of univariate logistic regression analysis of the relationship between 
patient and GPN consultation variables and patient satisfaction  
Variable 
N more satisfied/ 
Total N 
% more satisfied 
(95% CI) 
OR 95% CI p value 
Age     .65 
   0 to 24 years 66/115 57 (0.47 - 0.65) 1.04 0.64 - 1.70  
   25 to 44 years 85/155 55 (0.47 - 0.65) 1.00 -  
   45 to 64 years 92/167 55 (0.47 - 0.62) 0.92 0.57 - 1.49  
   ≥65 years 108/215 50 (0.44 - 0.57) 0.78 0.49 - 1.22  
Gender     .35 
   Male 133/260 51 (0.45 - 0.57) 1.00 -  
   Female 225/417 54 (0.50 - 0.59) 1.16 0.85 - 1.58  
Self-rated health     .05 
   Very good/ 
   Excellent 
158/310 51 (0.46 - 0.57) 1.00 -  
   Good 117/233 50 (0.44 - 0.57) 0.96 0.68 - 1.35  
   Fair/ Poor 83/131 63 (0.54 - 0.71) 1.59 1.05 - 2.41  
Long-term illness or disability    .16 
   No/ Don’t know 202/397 51 (0.46 - 0.56) 1.00 -  
   Yes 154/275 56 (0.50 - 0.62) 1.25 0.92 - 1.70  
How long attending general practice    .77 
   ≥10 years 123/236 52 (0.45 - 0.58) 1.00 -  
   3 to 9 years 115/209 55 (0.48 - 0.62) 1.04 0.71 - 1.53  
   ≤ 2 years 114/211 54 (0.47 - 0.61) 0.91 0.63 - 1.32  
How often patient has seen a nurse at this practice in the 
past 12 months 
  .04 
   Never 4/70 5 (0.38 -0.62) 1.00 -  
   1 to 3 times 165/336 49 (0.44 -0.54) 0.95 0.57 - 1.60  
   > 4 times 160/271 59 (0.53 - 0.65) 1.44 0.85 - 2.44  
Preference to see a particular nurse    < .01 
   No 288/576 50 (0.46 - 0.54) 1.00 -  
   Yes 73/102 72 (0.62 - 0.80) 2.53 1.60 - 4.02  
Makes appointment to see or speak to a particular nurse    < .01 
   No/ NA 297/593 50 (0.46 - 0.54) 1.00 -  
   Yes 63/85 74 (0.64 - 0.82) 2.85 1.71 - 4.76  
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Variable 
N more satisfied/ 
Total N 
% more satisfied 
(95% CI) 
OR 95% CI p value 
This visit related to long-term illness or disability .06 
   No/ NA 249/488 51 (0.46 - 0.55) 1.00 -  
   Yes 112/190 59 (0.52 - 0.66) 1.39 0.99 - 1.95  
Consultation type     .03 
   Preventive 112/ 229 49 (0.43 - 0.55) 1.00 -  
   Chronic disease 
   management 
41/60 68 (0.56 - 0.79) 2.25 1.23 - 4.13  
   Clinical 197/371 53 (0.48 -0.58) 1.17 0.84 - 1.63  
Duration of consultation    < .01 
   0 to 5 minutes 53/121 44 (0.35 - 0.53) 1.00 -  
   6 to 10 minutes 102/212 48 (0.41 - 0.55) 1.19 0.76 - 1.86  
   11 to 15 minutes 89/164 54 (0.47 - 0.62) 1.52 0.95 - 2.44  
   > 15 minutes 114/175 65 (0.57 - 0.71) 2.34 1.46 - 3.76  
Continuity of GPN     < .01 
   Never/ Don’t  
   Know 
143/305 47 (0.42 - 0.53) 1.00 -  
   1 to 5 times 135/246 55 (0.49 - 0.61) 1.36 0.97 - 1.90  
   ≥ 6 times 81/126 64 (0.55 - 0.72) 1.94 1.27 - 2.98  
How well the patient feels they know the nurse   < .01 
   Not at all 82/211 39 (0.33 - 0.46) 1.00 -  
   A little 126/247 51 (0.45 - 0.57) 1.61 1.11 - 2.33  
   Well/ Very well 147/213 69 (0.62 - 0.74) 3.36 2.25 - 5.01  
Interruptions to consultations    .35 
   No 305/575 53 (0.49 - 0.57) 1.00 -  
   Yes 53/92 58 (0.48 - 0.68) 1.23 0.80 - 1.92  
Payment for consultation    .17 
   No 294/554 53 (0.48 - 0.57) 1.00 -  
   Yes 60/100 60 (0.50 - 0.69) 1.36 0.88 - 2.09  
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Multilevel modelling: patient satisfaction 
MLM analysis included complete case analysis and contained 623 participant 
observations (Table 19). Whilst no general practice variables were eligible for 
inclusion in the MLM, the variable GP: GPN ratio was included for the purpose of 
generating a full model. The ICC for the patient satisfaction null model was 0.06 
indicating that 6% of total variation in patient satisfaction could be accounted for 
by between-practice variation.  
Associations between patient and GPN consultation characteristics, and 
general practice characteristics and patient satisfaction 
Five variables were significantly associated with patient satisfaction in the MLM 
(Self-rated health, Making appointments to see a particular nurse, Consultation type, 
Continuity of GPN and Duration of consultation).  
Patients who rated their health as ‘poor or fair’ were more likely (OR=1.59, 95% 
CI: 1.1-2.4) to be more satisfied than those whose self-rated health was ‘very good 
or excellent’. Patients who made appointments to see a particular nurse were more 
likely to be more satisfied (OR=2.21, 95% CI: 1.2-3.9) than those who did not. 
Patients who had seen the nurse 1-5 times (OR=1.52, 95% CI: 1.0-2.3) and more 
than six times (OR=2.18, 95% CI: 1.2-3.8) were more likely to be more satisfied 
than those who had never seen this nurse before. Patients whose consultations 
were for clinical care were more likely (OR=1.12, 95% CI: 0.72 - 1.75) to be more 
satisfied than those attending for preventive health care. The largest effect size 
was observed for Duration of consultation; patients whose consultations were 
more than 15 minutes duration were more likely (OR=2.40, 95% CI: 1.4-4.2) to be 
more satisfied with the GPN than those whose consultations were of 1-5 minutes 
duration.  
Characteristics not significantly associated with patient satisfaction were: Age, 
Gender and GP: GPN ratio.  
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Table 19: Characteristics associated with patient satisfaction for 623 patients nested within 21 
general practices 
Variable Null model Addition of Level 1 
variables 
Full Model 
(addition of Level  
1 & 2 variables) 
p value 
 OR 95% CI OR 95% CI OR 95% CI  
Null model 1.18 0.91 - 1.53      
Age       .64 
   0-24 years   1.08 0.62 - 1.88 1.02 0.59 - 1.78  
   25-44 years   1.00 - 1.00          -  
   45-64 years   0.80 0.49 - 1.33 0.81 0.49 - 1.36  
   ≥65 years   0.48 0.29 - 0.79 0.45 0.27 - 0.76  
Gender        .35 
   Male   1.00           - 1.00          -  
   Female   0.96 0.67 - 1.36 0.93 0.65 - 1.33  
Self-rated health        .05 
  Very good/ 
  Excellent 
  1.00          - 1.00          -  
   Good   1.00 0.67 - 1.47 0.97 0.65 - 1.43  
   Poor or fair    1.65 0.10 - 2.73 1.59 1.02 - 2.81  
Makes appointment to see particular nurse     < .01 
   No/ N/A   1.00          - 1.00          -  
   Yes   2.23 1.25 - 3.96 2.21 1.24 - 3.94  
Consultation type       .03 
   Preventive health   1.00          - 1.00          -  
   Chronic disease 
   Management 
  2.09 0.99 - 4.39 2.06 0.98 - 4.35  
   Clinical care   1.13 0.73 - 1.76 1.12 0.72 - 1.75  
Continuity of GPN        .01 
   Never   1.00          - 1.00          -  
   1-5 times   1.51 1.00 - 2.29 1.52 1.00 - 2.31  
   ≥ 6 times   2.09 1.21 - 3.62 2.18 1.25 - 3.79  
Duration of consultation      < .01 
   1-5 minutes   1.00          - 1.00          -  
   6 to 10 minutes   1.05 0.63 - 1.75 1.04 0.62 - 1.73  
   11 to 15 minutes   1.36 0.79 - 2.34 1.41 0.82 - 2.44  
   > 15 minutes   2.38 1.36 - 4.17 2.40 1.37 - 4.22  
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Variable Null model Addition of Level 1 
variables 
Full Model 
(addition of Level  
1 & 2 variables) 
p value 
Ratio  .42 
   ≥ 5 GPs: 1 GPN     1.00          -  
   3-4 GP: 1 GPN     0.92 0.47 - 1.81  
   < 3 GP:1 GPN     0.84 0.46 - 1.54  
 
5.6.2 Patient enablement  
Univariate results 
General practice variables and patient enablement 
Results of the univariate logistic regression analyses of the relationship between 
general practice and patient enablement are shown in Table 20. The variable 
Practice size (GPNs) was eligible (p ≤ 0.20) for inclusion in the MLM.  
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Table 20: Results of univariate logistic regression analysis of the relationship between 
general practice variables and patient enablement 
Variable 
N more enabled/ 
Total N 
Percentage more 
enabled (95% CI) 
OR 95% CI 
p 
value 
Practice size (GPs)    .34 
   Small (1-2) 41/79 52 (0.41 - 0.63) 1.00 -  
   Medium (3-6) 187/436 43 (0.38 - 0.48) 0.70 0.43 - 1.13  
   Large (≥ 7) 69/156 44 (0.37 - 0.52) 0.74 0.43 - 1.26  
Practice size (GPNs)    .01 
   Small (1-2) 219/522 42 (0.37 - 0.46) 1.00 -  
   Medium (3-6) 80/149 54 (0.46 - 0.62) 1.63 1.13 - 2.35  
Tenure (GPs)     .47 
   1-2 years 30/59 51 (0.38 - 0.63) 1.00 -  
   3-6 years 104/237 44 (0.38 - 0.51) 0.77 0.43 - 1.36  
   ≥ 7 years 129/308 42 (0.37 - 0.48) 0.71 0.40 - 1.23  
Tenure (GPNs)     .57 
   1-2 years 189/420 45 (0.41 - 0.50) 1.00 -  
   3-6 years 100/233 43 (0.37 - 0.49) 0.91 0.66 - 1.26  
   ≥ 7 years 7/18 39 (0.19 - 0.63) 0.77 0.29 - 2.03  
Ratio GPs:GPNs    .03 
   >5 GP:1 nurse 99/191 52 (0.45 - 0.59) 1.00 -  
   3-4 GP:1nurse 111/277 40 (0.34 - 0.46) 0.91 0.63 - 1.32  
   <3 GP:1nurse 106/203 52 (0.36 - 0.59) 1.46 0.98 - 2.17  
 
Patient and consultation variables and patient enablement  
Results of the univariate logistic regression analyses of patient and consultation 
characteristics and patient enablement are shown in Table 21. Six out of fifteen 
variables were eligible for inclusion in the MLM (p ≤ 0.20). These were:  
 Self-rated health,  
 Preference to see or speak to a particular nurse,  
 Making appointments to see a particular nurse,  
 Consultation type,  
 Duration of consultation,  
 Continuity of GPN and  
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 How well patients feel they know the nurse.  
Age and Gender were retained for inclusion in the MLM due to their ‘a priori’ 
status as confounding variables. 
As previously discussed, due to the significant association between Preference to 
see or speak to a particular nurse and Making appointment to see a particular nurse 
the latter was retained for MLM rather than the former, representing an action 
taken on the preference, which was considered the more meaningful of the two. 
Similarly, due to the strong correlation between How well patients feel they know 
the nurse and Continuity of GPN the latter, rather than the former, was retained for 
MLM in order to examine continuity of GPN care. 
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Table 21: Results of univariate logistic regression analysis of the relationship between patient 
and consultation variables and patient enablement 
Variable 
N more 
enabled/ 
Total N 
Percentage more 
enabled (95% CI) 
OR 95% CI p value 
Age     .84 
   0 to 24 years 48/115 42 (0.33 - 0.51) 0.97 0.59 - 1.58  
   25 to 44 years 67/155 43 (0.35 - 0.51) 1.00 -  
   45 to 64 years 77/167 46 (0.39 - 0.54) 1.19 0.74 - 1.93  
   ≥ 65 years 99/215 46 (0.39 - 0.52) 1.17 0.74 - 1.85  
Gender     .94 
   Male 114/260 44 (0.38 - 0.50) 1.00 -  
   Female 183/417 44 (0.39 - 0.49) 1.01 0.74 - 1.38  
Self-rated health     .23 
   Very good /  
   Excellent 
146/310 41 (0.35 - 0.46) 1.00 -  
   Good 110/233 47 (0.41 - 0.54) 1.30 0.93 - 1.84  
   Fair/ Poor 62/131 47 (0.39 - 0.56) 1.31 0.87 - 1.98  
Long-term illness or disability    .63 
   No/ Don’t know 175/397 44 (0.39 - 0.49) 1.00 -  
   Yes 124/275 45 (0.40 - 0.51) 1.08 0.79 - 1.47  
How long attending general practice    .48 
   ≥ 10 years 99/236 42 (0.36 - 0.48) 1.00 -  
   3 to 9 years 90/209 43 (0.37 - 0.50) 0.84 0.57 - 1.23  
   ≤ 2 years 99/211 47 (0.41 - 0.54) 0.80 0.55 - 1.17  
How often patient has seen a nurse at this practice in the past 12 months  .11 
   Never 25/70 36 (0.25 - 0.48) 1.00 -  
   1 to 3 times 141/336 42 (0.37 - 0.48) 1.32 0.77 - 2.25  
   > 4 times 130/271 48 (0.42 - 0.54) 1.68 0.98 - 2.90  
Preference to see or speak to a particular nurse   < .01 
   No 242/576 42 (0.38 - 0.46) 1.00 -  
   Yes 59/102 58 (0.48 - 0.67) 1.92 1.25 - 2.94  
Makes appointment to see a particular nurse   < .01 
   No/ NA 249/593 42 (0.38 - 0.46) 1.00 -  
   Yes 52/85 61 (0.50 - 0.71) 2.21 1.39 - 3.52  
This visit related to long-term illness or disability   .11 
   No/ NA 205/488 42 (0.38 - 0.47) 1.00   
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Variable 
N more 
enabled/ 
Total N 
Percentage more 
enabled (95% CI) 
OR 95% CI p value 
   Yes 93/190 49 (0.42 - 0.56) 1.31 0.94 - 1.84  
Consultation type     < .01 
   Preventive 80/229 35 (0.29 - 0.41) 1.00 -  
   Chronic disease 
   Management 
35/60 58 (0.45 - 0.70) 2.66 1.49 - 4.75  
   Clinical 171/371 46 (0.41 - 0.51) 1.59 1.13 - 2.23  
Duration of consultation    < .01 
   0 - 5 minutes 40/121 33 (0.25 - 0.42) 1.00 -  
   6 to 10 minutes 83/212 39 (0.33 - 0.46) 1.30 0.82 - 2.08  
   11 to 15 minutes 79/164 48 (0.41 - 0.56) 1.88 1.16 - 3.06  
   > 15  
   Minutes 
95/175 54 (0.46 - 0.61) 2.35 1.45 - 3.80  
Continuity of GPN     .10 
   Never/ Don’t  
   Know 
122/305 40 (0.34 - 0.45) 1.00 -  
   1 to 5 times 118/246 48 (0.42 - 0.54) 1.40 1.00 - 1.97  
    > 6 times 60/126 48 (0.39 - 0.56) 1.38 0.91 - 2.10  
How well the patient feels they know the nurse   < .01 
   Not at all 72/211 34 (0.28 - 0.40) 1.00 -  
   A little 106/247 43 (0.37 - 0.49) 1.46 1.00 - 2.13  
   Well/ very well 121/213 57 (0.50 - 0.63) 2.59 1.75 - 3.84  
Interruptions to consultations    .83 
   No 253/575 44 (0.40 - 0.49) 1.00 -  
   Yes 40/92 43 (0.34 - 0.53) 0.95 0.61 - 1.48  
Payment for consultation    .49 
   No 249/554 45 (0.41 - 0.49) 1.00 -  
   Yes 41/100 41 (0.32 - 0.51) 0.86 0.56 - 1.32  
 
Multilevel modelling: patient enablement 
The complete case analysis of the full total patient enablement model contained 
626 observations (Table 22). The ICC for the patient enablement null model was 
0.07 indicating that 7% of total variation in patient enablement could be accounted 
for by between-practice variation. As with the patient satisfaction model, this 
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model was compared with the single level multiple regression analysis of these 
same variables, which revealed similar findings. However, single level analyses do 
not account for clustering at the general practice level.   
Associations between patient and GPN consultation characteristics, and 
general practice characteristics and patient enablement 
The full model included five Level 1 variables and one Level 2 (general practice) 
variable. Two consultation variables were significantly associated with patient 
enablement: Consultation type and Duration of consultation. The highest effect size 
was seen for Consultation type; patients whose consultation was for chronic 
disease management (OR = 2.6, 95% CI: 1.3-5.3) or clinical care (OR=1.9, 95% CI: 
1.2-2.9) were more likely to be more enabled than those who attended for 
preventive health care. Patients whose consultations were more than 15 minutes 
duration were more likely (OR = 2.4, 95% CI: 1.4-4.3) to be more enabled than 
those whose consultations were from 1-5 minutes.  
Variables not significantly associated with patient enablement were: Age, Gender, 
Self-rated health, Preference to see or speak to a particular nurse, Making 
appointments to see a particular nurse and Continuity of GPN and Practice size 
(GPNs) 
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Table 22: Characteristics associated with patient enablement for 626 patients nested within 
21 general practices 
 
 
Null Model 
Null Model 
plus Level 1 variables 
Full Model 
(null model plus Level 
1 & 2 variables) 
p 
value 
Variable OR 95% CI OR 95% CI OR 95% CI  
 
3.46 3.04 – 3.89      
Age       .83 
   0-24 years   0.98 0.56 - 1.72 1.00 0.57 - 1.77  
   25-44 years   1.00 - 1.00 -  
   45-64 years   1.00 0.60 - 1.65 1.00 0.59 - 1.62  
   ≥ 65 years   0.86 0.52 - 1.40 0.84 0.51 - 1.37  
Gender        .94 
   Male   1.00 - 1.00 -  
   Female   1.07 0.75 - 1.53 1.08 0.76 - 1.55  
Consultation type        < .01 
   Preventive care   1.00 - 1.00 -  
   Chronic disease 
   management 
  2.65 1.32 - 5.30 2.62 1.31 - 5.26  
   Clinical   1.91 1.21 - 3.01 1.85 1.17 - 2.91  
Continuity of GPN       .10 
   Never   1.00 - 1.00 -  
   1-5 times   1.49 0.98 - 2.26 1.50 0.99 - 2.27  
   ≥ 6 times   1.50 0.89 - 2.55 1.56 0.92 - 2.65  
Duration of consultation      < .01 
   1-5 minutes   1.00 - 1.00 -  
   6 to 10 minutes   1.23 0.73 - 2.09 1.22 0.72 - 2.07  
   11 to 15 minutes   1.68 0.97 - 2.92 1.72 0.99 - 2.99  
   > 15 minutes   2.51 1.42 - 4.43 2.43 1.37 - 4.30  
Practice size (GPNs)      .01 
   Small (1-2)     1.00 -  
   Medium (3-6)     0.66 0.30 - 1.44  
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5.7 Summary of findings 
No general practice variables were significantly associated with either quality 
outcome. Six patient and nurse consultation characteristics were significantly 
associated with patient satisfaction: Self-rated health, Making appointments to see a 
particular nurse, Consultation type, Duration of consultation and Continuity of GPN. 
Two consultation variables were significantly associated with patient enablement: 
Consultation type and Duration of consultation. The data were also analysed using 
linear regression analyses (Appendix 16). The results were similar for patient 
satisfaction although some differences were observed for patient enablement. 
Patients who rated their health as ‘poor or fair’ were more likely (OR=1.59, 95% 
CI: 1.1-2.4) to be more satisfied than those whose self-rated health was ‘very good 
or excellent’. Patients who made appointments to see a particular nurse were more 
likely to be more satisfied (OR=2.21, 95% CI: 1.2-3.9) than those who did not. 
Patients who had seen the nurse 1-5 times (OR=1.52, 95% CI: 1.0-2.3) and more 
than six times (OR=2.18, 95% CI: 1.2-3.8) were more likely to be more satisfied 
than those who had never seen this nurse before. Patients whose consultations 
were for clinical care were more likely to be more satisfied (OR=1.12, 95% CI: 0.72 
- 1.75) than those whose appointments were for preventive health care. Patients 
whose consultations were of more than 15 minutes duration were more likely 
(OR=2.40, 95% CI: 1.4-4.2) to be more satisfied with the GPN than those whose 
consultations were of 1-5 minutes duration.  
Patients whose consultation was for chronic disease management (OR = 2.6, 95% 
CI: 1.3-5.3) or clinical care (OR=1.85, 95% CI: 1.2-2.9) were more likely to be more 
enabled than those who attended for preventive health care. Patients whose 
consultations were more than 15 minutes duration were more likely (OR = 2.4, 
95% CI: 1.4-4.3) to be more enabled than those whose consultations were from 1-
5 minutes. 
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Chapter Six: Qualitative methodology, data generation and 
analysis 
6.1 Introduction 
This component of the ACTPESS was designed to meet the second objective, to gain 
contextual insight into general practice and nurse consultation structures and 
processes influencing the development of patient satisfaction and enablement. 
Exploration of general practice structures and processes was conducted in order to 
reveal unknown characteristics and deepen insight into known characteristics that 
influence the two key quality outcomes.  
While the concept of patient satisfaction had been examined extensively in the 
literature and specifically in relation to nursing care in general practice [43], there 
was limited understanding of patient enablement. For this reason, the process of 
patient enablement in GPN consultations was explored in depth.  
6.2 Aims 
The aim of this qualitative component of the ACTPESS was to answer the following 
questions: 
 What characteristics in the general practice optimise or enhance 
implementation of the GPN role? 
 What needs, activities, processes and relationships foster patient 
enablement?  
6.3 Qualitative methodology: a grounded theory approach 
The choice of grounded theory as the methodology for the qualitative component 
of the study was due to its value in facilitating a discovery process in areas where 
little is known about the subject of interest [266]. Whilst the literature review had 
revealed a broad insight into patient satisfaction, understanding of patient 
enablement was limited, particularly the form this took in GPN consultations; a 
process and outcome question. No literature had been found relevant to this 
substantive area of inquiry, which meant there were few pre-conceptions 
regarding this process in general practice nursing. Research questions with a focus 
on action, interaction, meaning, process and outcome are well suited to grounded 
theory approaches [266, 267]. Charmaz [268] draws a parallel between grounded 
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theory and the use of a camera ; first viewing a broad landscape and then changing 
the lens over time to bring scenes closer into view, or perhaps looking from a 
different angle. The ability to examine the experience of GPN care from a variety of 
angles was important for the development of insight and understanding.  
The iterative method of constant comparative data collection and analysis 
employed in grounded theory [268-270] was considered of particular value in 
providing a means of determining from whom and where to collect data for this 
component of the study. Coupled with theoretical sampling, its strength in 
allowing concepts to develop over time was a source of excitement and 
anticipation in the qualitative component of the study. 
The use of grounded theory usually carries an intention of generating theory as a 
research output; however, whilst the principles and practices of grounded theory 
were adopted in this study it was above all a qualitative component of a mixed 
methods study, defining it as a “grounded theory approach” [266:112] as distinct 
from a grounded theory study.   
A constructivist grounded theory approach was taken, acknowledging the 
researcher as implicit in the process, working in concert with research participants 
in the co-construction of meaning and experience [266, 268]. This required an 
awareness of any pre-suppositions that I brought to the research and ongoing 
reflexivity regarding interpretations and how my history and understandings 
influenced data generation and interpretation [267, 268]. In acknowledgement of 
this influence this chapter is written in the first person.  
6.4 Reflexivity 
For most researchers located in other paradigms it is considered impossible to 
remain separate from the subject matter, as one’s mere presence will exert some 
involvement [271]. While my inevitable influence on the research might have been 
considered a threat to the objectivity of the study, this entwinement between the 
research and the researcher is considered of value by Charmaz [268] who believes 
the researcher’s ideas and observations bring another lens to the data.  
My background as a registered nurse and midwife was present as an additional 
layer on the constructivist lens of data generation and analysis adopted in this 
component of the ACTPESS. My acknowledgement of this highlighted the need for 
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me to be consistently critical in self-reflection throughout data collection and 
interpretation [220]. I underpinned this with an understanding that my view was 
just one among many [268]. The fact that I had mostly worked in the acute and 
community sectors and had never worked as a GPN somewhat offset the influence 
of my pre-conceptions, including those influenced by my work in policy and 
research. The research journey into general practice revealed itself to be a journey 
into a very different area of clinical practice from that with which I was familiar. 
However, I was aware that at times my background influenced my perception of 
data provided by nurses, patients and practice managers, occasionally including 
my perceptions of the care that should be provided. At these times I was aware of 
the need for restraint in divulging my professional opinions regarding processes of 
care and treatment of specific health conditions, which I believe I achieved. My 
responses to nurses’, patients’ and practice managers’ perceptions of aspects of 
nursing, including scope of practice, nursing autonomy, and collaboration with GPs 
needed to be tempered by an awareness that these were valid ideas reflective of 
these participants’ biography, the social context, and of time, place and audience 
[268].  
I was forced to question my perceptions and to take perceptual leaps into the 
shoes of participants. I used de-familiarising strategies to distance myself from the 
data, hence attempting to make it seem strange and new. One of these strategies 
was seeking out people who were not nurses to discuss the data each time I had a 
strong response to an interview; usually a member of my supervisory panel. This 
guarded against going with my gut instinct, removing the frame of my pre-
conceptions from the data. I used this approach at multiple points in the data 
generation and analysis process. 
Shah [272] acknowledges the benefit of building rapport with interview 
participants prior to interview, which she believes adds to the richness of data 
generated. This applied in this study on some occasions when I had met nurses 
previously due to their dual positions as practice manager or during set-up of 
survey distribution. I identified myself as a nurse, currently working in research, 
which on reflection might have been an attempt to gain mutual rapport. With 
nurses this often resulted in their use of nursing jargon and talking as if to a 
colleague rather than a researcher. For patients they often became more 
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comfortable to discuss their health conditions and issues they were concerned 
about. I believed that in this regard my professional background enhanced data 
collection. 
Sensitivity to the social context in which data is collected is important to ensure 
authenticity of the data [268]. In this study, this included an awareness of the 
employer/ employee relationship between most of the nurses and employing GPs, 
as well as the importance of the therapeutic relationship between patients and 
nurses. Respect for these roles and being cautious not to weigh in on, or in any way 
influence these relationships was an essential foundation of all interviews. 
6.5 Methods 
6.5.1 Recruitment and sampling 
Sources of data for the qualitative aspect of this study were easily identified: 
patients, nurses and practice managers from the general practices participating in 
the study. An A5 sized expression of interest sheet was included in each survey 
distributed in the general practices (Appendix 10 described in Chapter 4) inviting 
patients who completed the PESS to take part in face-to-face interviews. Patients 
could either contact me directly or provide contact details on this sheet, returned 
with the completed survey so that I could contact them. Not all volunteers were 
selected to participate; participants were selected in line with the principles of 
theoretical sampling, being those who had the greatest potential to inform the 
research questions [270]. 
6.5.2 Theoretical sampling and constant comparative analysis 
An initial sample of five participants was chosen as suggested by Birks and Mills 
(2011) as they presented as volunteers. This initial sample was intentionally broad 
so as to optimise the potential for discovery within this broad field of general 
practice nursing [273]. These first five interviews were coded and considered 
prior to further data collection, a method differentiating grounded theory from 
other research designs [270, 274]. Subsequent participants were theoretically 
selected in order to explore concepts as they arose and specific conditions 
underlying these processes. At times, this included seeking out participants who 
might contradict and modify the analysis to date [220, 275].   
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Theoretical sampling is the iterative evolution of the sampling strategy in response 
to data analysis, in particular responding to concepts and potential links between 
ideas and concepts [276:149]. The time at which theoretical sampling begins is 
debatable; Charmaz [268] believes it occurs once categories are developed, 
whereas Birks and Mills (2013) recommend one commence from the beginning. I 
experienced theoretical sampling as a process that began almost immediately. In 
some ways it was obscure, with a life of its own; it was like a treasure hunt, at 
times pursuing something that was ill-defined, more just a sense of something 
there, but not sure what. Questions emerged spontaneously in response to 
participants’ experiences and at times I had a sense of just watching and waiting, 
for understanding to come. How could an understanding of this process be further 
informed? Were there any sources that hadn’t been followed up? Was it possible 
and, if not, were there limitations that could be identified? In this vein, 
participants’ narratives were followed-up with further inquiries or prompts 
related to new ideas generated within the interview. This development of 
theoretical sensitivity  [274] increased over time, as I became immersed in the data 
and my insights increased.   
The first step in establishing participants as valuable informants was in outlining 
to them the purpose of the study and the importance of their role in the 
exploration of the themes of satisfaction and enablement through telling their 
stories and recounting their perceptions and experiences. Each participant was 
provided with a Participant information sheet and consent form (Appendix 17), 
which they were required to read and sign before the interview commenced. This 
information clarified that the interviews would be audio recorded and transcribed, 
which I also reiterated to participants. 
Interviews were arranged at times and locations convenient to participants. These 
locations included private spaces in public libraries, participants’ homes, 
consulting rooms and offices in general practices, and a park bench at a university 
campus. I often interviewed patients, nurses and practice managers from different 
practices during the same week. This facilitated a sense of immersion in the 
different experiences and perspectives of nursing care across the general practices. 
It also enabled me to gain a sense of the intersection between these perspectives 
and the associated processes and outcomes of care. Immersion in data being 
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generated through direct engagement, conversation, listening and reciprocity of 
ideas with participants from three sources (patients, GPNs and practice managers) 
required constant re-adjustment of my internal lens [268].  
Questions were open ended with the aim of prompting narratives rather than 
responses to defined cues. This also made it possible for me to tailor interviews to 
individual participants and as such gain a depth and coherence relevant to each 
participant [230]. A separate protocol was prepared to guide interviews with 
patients, GPNs and practice managers, as each required a slightly different lens. 
These interview protocols are provided in Box 1, Box 2 and Box 3. As indicated, the 
questions in these protocols weren’t always asked in the same order or using the 
same words. Often more and/or different questions were asked; these were 
responsive to and tailored to meet the flow of each interview.  
Box 1: Patient interview protocol 
The aim of my study is to understand how different things within GP practices 
influence patients’ satisfaction and enablement. Our interview today will explore this. 
 To begin with, tell me about yourself, your health and how you came to see the 
practice nurse at your general practice. 
 Thinking about the times you saw the nurse – can you describe for me how the 
consultation went/ proceeded? 
 Are there particular characteristics of the general practice that you think 
make it easier for nurses to provide care? 
 Are there things can you think make it difficult for nurses to provide the best 
care that they can or things that could be improved? 
 What does ‘patient enablement’ mean to you? 
            If participant is not sure, a brief description was provided and the concept  
            discussed further together if required. 
 What sort of things does the nurse/ nurses do or say that enable you or help 
you to manage your condition?  
            Prompts: What do you need to manage your condition? 
                           What do you need to know? 
                           What would make it easier for you …?  
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Box 2: GPN interview protocol 
The aim of my study is to understand the influence of characteristics within general 
practices and characteristics of practice nurse consultations on patients’ outcomes of 
satisfaction and enablement. My interview with you today will explore this. 
I’m also interested to further explore the idea of patient enablement in terms of what that 
means to patients and nurses, and what processes help or hinder patients’ achievement of 
this. 
 To begin with, tell me about your nursing background. 
           For example: How long you have been nursing, how long in general practice and  
           where you worked before general practice? 
 Describe your roles in this general practice 
           For example: How many doctors – do you work with all of them or some more than 
           others?  
          How is your role defined? 
          Do you run specific clinics or is your role responsive to the day to day needs of the  
          GPs? 
 Tell me about your relationships with patients 
Prompt: Do you have regular patients, with whom you have developed ongoing 
working relationships or are they more episodic? 
 What is most important to you in your role as a practice nurse? 
 What factors within the practice enhance or make it difficult for you to provide 
good nursing care? 
 Do you have team meetings? Are these with the GPs, all practice staff …? 
 What do you do if a patient needs more time? 
 What does the term patient enablement mean to you? 
             If participant is not sure, a brief description was provided and the concept 
             discussed further together if required. 
 How do you believe patients are enabled?  
 What do you do to enable or empower patients?  
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Box 3: Practice manager interview protocol 
The aim of my study is to understand the influence of characteristics within general 
practices and within practice nurse consultations on patients in terms of their 
satisfaction with care and their ability to manage their health problems.  My interview 
with you today will explore the first part of this, factors or characteristics within the 
general practice that enhance or make it difficult for nurses to perform their roles.  
 To begin with, could you tell me about your professional background, for 
example your training and the places you have worked? 
 If previously has worked in other general practices: Can you compare the set-
up of this practice to others in terms of GPs, nurses, reception staff and allied 
health providers? 
 What do GPNs bring to general practice? 
             Prompts: Factors that optimise GPN roles? Factors that make it difficult for GPNs  
             to make the most of their roles? 
 Exploration of practice managers’ understanding and insight into the different 
roles, including GPs, GPNs and reception staff. For example triage, booking and 
consultation processes, stress, roles and responsibilities, how they manage 
difficulties in processes. 
 
Interview data were uploaded and sent to a professional transcription service for 
transcribing. When I received the returned transcripts I immediately de-identified 
them and read them through to check for accuracy. When this was complete I sent 
the de-identified transcripts to participants to give them an opportunity to make 
further comments or corrections. Two participants made minor changes to the 
transcripts, which clarified concepts and added to the data. De-identified 
transcripts of the recorded interviews were uploaded to NVivo qualitative data 
analysis Software (QSR International Pty Ltd. Version 10, 2012). This software was 
used to store data and support data analysis. 
In line with the principles of grounded theory, analysis began with data collection 
[268, 274, 277]. Constant comparative analysis between data, codes and categories 
enabled me to identify properties distinct to each category and to identify links 
between categories. This involved iterative exploration and comparison of ideas 
and concepts made by patients, with those made by nurses and practice managers 
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regarding the same phenomenon and vice versa. I deeply and consistently engaged 
with and interrogated the data, which enabled me to develop insight into the 
therapeutic relationship between patients and nurses, and an understanding of 
how these relationships played out within the structures and processes of general 
practice.  
6.5.3 Memos 
The requirement to visit the general practices regularly for survey data collection 
for the quantitative component of the study, while concurrently conducting 
interviews, resulted in a sense of deep immersion in the participating general 
practices. During this time I generated a large number of memos; often written 
sitting in the car after visiting a practice. These memos formed an additional 
source of data, which reflected my perceptions and understanding of the general 
practices, including my insight into the nurses’ roles and the patients’ health care 
journeys. The use of memos was crucial to this phase of discovery [268]; it enabled 
me to capture and shape my thoughts in moments close to the source of 
inspiration and perception. Writing memos fostered analysis, the abstraction of 
ideas and insight into comparisons and connections between nurses, patients, the 
practices and processes within these. The memo provided in Box 4 provides an 
example of how constant comparative analysis and theoretical sampling were 
applied in relation to this. 
Box 4: Memo written in October 2013 regarding exploration of the concept 
of patient enablement 
An exploration of patient enablement 
The development of codes and categories is like a path being woven, to-ing and fro-
ing between participants, exploring and connecting ideas and thoughts. Sometimes 
it is an exploration of the visual experience from nurses’ perspectives: evidence of 
enablement or transition to enablement; attempting to understand the importance 
of time, of information, of listening and watching. At times it seems that words are 
insufficient to understand the process, that perhaps it is a visual phenomenon or a 
felt phenomenon … exploring the point of transition, the steps that lead to that point 
and identification of transition – the aha moment! 
Often participants have limited understanding of the concept of patient enablement, 
which prompted me to provide an overview. This was influenced by my underlying 
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assumptions, reflective of my intellectual history; the literature I had read, my 
understanding and application of this and of my personal insights into myself. This 
was often reflective of how I had worked with patients in the past to increase their 
capacity for management of health conditions. It was also influenced by data 
generated throughout the study, which I would at times discuss with participants, 
asking their opinions on what others had proposed.  All of this influenced my inner 
lens on this concept. 
“What kind of things does the nurse do to help or enable you to manage your health 
condition?” or  
“What things do you do with patients to help or enable them to manage their health 
conditions?” 
Three significant concepts have emerged: 
1. An enabling health care partnership is a process that can be triggered in a 
number of ways; 
2. People fall along a spectrum in terms of their existing level of enablement and 
their capacity/potential for enablement;  
3. Nurses and patients collaborate to identify the point on the spectrum where each 
patient falls and tailor care according to their needs. 
Participants were chosen to examine these concepts as they arose: patients with 
different health conditions, suggesting different levels of health care need and nurses 
from a variety of practices in terms of size and location. The process was explored in 
terms of what works and what doesn’t work.  
Theoretical sampling has clarified and confirmed categories and sub-categories. It 
expanded, contracted and re-arranged these at different times; an evolution of 
concepts and connections.  What does patient enablement look like? One nurse 
suggested the presence of a timeframe, when she could expect that most patients 
would start to take control of their health care journey.  Subsequent to this nurses 
were asked, “How do you know when someone is more enabled? What does it look 
like?  Does it occur after a particular number of visits?”  Patients were asked, “Was 
there a point when you felt a change, a point at which you felt, ‘Aha, now I 
understand or know?’”; “What is evidence of enablement for you?”  
 
6.5.4 Coding and development of central categories 
Initial coding was conducted on the full interview transcripts in order to further 
my sense of immersion in the data, through which deep understanding could be 
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gained [268]. I started with line-by-line coding, looking for nuances, explicit 
statements and implicit meanings, using gerunds, words indicating action 
[268:48]. This was an intentional strategy, which forced me to stay close to the 
data rather than making conceptual or theoretical leaps early in the analysis [268, 
278]. It was at this stage that data were sorted into initial categories, forming the 
initial organisational tools for my analysis [279] . Another important element of 
this phase was identifying gaps, highlighting the benefit of simultaneous data 
collection and analysis. 
Incident-to-incident coding [268] was used to compare participants’ experiences in 
GPN consultations, particularly those receiving the same or similar treatments 
such as wound dressings, blood tests or chronic disease management. This enabled 
me to identify underlying patterns and important processes. I applied this strategy 
in the comparison of dissimilar consultations and practices. For example, following 
the first two interviews with patients attending for wound dressings, it became 
apparent that these patients were often likely to have co-morbidities, particularly 
Type II Diabetes Mellitus; hence there was a potential opportunity to also explore 
the nature of chronic disease management with GPNs. With an interest in 
comparing and contrasting processes employed at the different practices and by 
different nurses, participants were sought from different practices, at times 
seeking out patients with the same health condition and at other times specifically 
seeking out those with a variety of conditions. This applied to age and gender at 
different times during data generation and analysis.    
This process of constant comparison and theoretical sampling aimed at finding 
similarities and differences [268] developed and built on the codes and categories. 
Throughout this process I moved between initial and focussed coding, making 
comparisons and differentiating (categorising) and seeking out connections 
(contiguity-based analysis) [279]. Focussed coding involved looking closely at the 
initial codes and determining which were the most appropriate to use as 
categories and if and how other codes fell within these. This process of clarifying 
the properties and dimensions of each category is also referred to as axial coding 
[268, 270, 280], which I felt was almost the same as, or parallel with focussed 
coding. At times this meant I revisited earlier interview data with a fresh eye, 
reconsidering its place within the broader data set. In line with this, codes and 
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categories were at times changed to more accurately reflect the data and analysis 
[268]. The process helped me to identify and gain deeper insight into the 
distinctions between categories and connections between them. Within categories, 
sub-categories emerged, which were substantive and conceptual. These were 
basically descriptive and remained close to the data, reflecting what participants 
described had taken place and what was important to them.   
In line with the two areas of exploration, two main (axial) categories emerged: 
‘Implementing the nursing role in general practice’ and ‘Patient enablement’. Axial 
coding provided a frame, within which I was able to organise the data in 
preparation for the next stage of analysis, the writing of a storyline. Whilst 
categories were in the main etic, representing my own development of concepts, 
sub-categories were mostly emic, directly quoted from participants’ own words 
[279]. For example, one category describing GPNs’ behaviours that influenced 
consultations was named The Goldilocks factor (etic), reflective of my conceptual 
understanding of this category. Sub-categories within this were: The task 
orientated nurse (etic), the ‘I am nurse” (emic) and the ‘Just right nurse’ (emic). This 
category was developed in response to one patient’s experiences and then further 
explored with other participants through theoretical sampling and constant, 
comparative analysis. Similarly, within the category of Patient Enablement (etic), 
sub-categories emerged including: Tailoring care to the individual (etic); listening, 
watching (emic); making it seem possible (emic); trusting patients’ self-knowledge 
(etic); knowing the pathway ahead (emic). Within the category Implementing the 
nursing role in general practice (etic), were subcategories including: factors that 
optimise the nursing role (etic), mutual respect (emic), teamwork (emic), two-way 
education (etic). Only those emic categories that could stand on their own and that 
truly captured participants’ experiences and meanings were retained [268].  
6.5.5 Data saturation 
The constant comparative approach to data collection meant I was developing an 
emergent sense of my two main areas of interest: an understanding of patient 
enablement processes within GPN consultations and of the different ways in which 
GPN roles were implemented; and the potential implications of this for patient 
satisfaction and enablement. This emergent understanding made it apparent that 
data collection was adequate [230] and saturation was reached; evidenced by the 
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fact that no new categories or insights were being generated in interviews [268]. 
In line with grounded theory methods, I ceased sampling and data generation 
when theoretical coherence as opposed to statistical representativeness [281] was 
achieved. Saturation finalised focussed coding and provided the imperative to 
move on to the development of a storyline and theoretical coding.   
6.5.6 The storyline and theoretical coding 
The transformation of data from categories and sub-categories into a storyline is a 
connecting strategy unique to grounded theory and reflective of its sociological 
roots [269, 270, 279, 282]. While this strategy is most commonly used by evolved 
rather than constructivist grounded theorists, I chose to use this technique on the 
advice of one of my supervisors and found it of enormous value in helping me to 
rise out of what seemed like mountains of data, memos and field notes. For seven 
months I had been immersed in the data, and found a sense of freedom in letting 
the story unfold and tell itself, with the benefit of having the data available in both 
analysed form (within the NVivo software programme) and memos. With this at 
hand I was able to check the data so as to consider and test thoughts and ideas as 
they emerged, particularly the validity of the categories and my perceptions of 
relationships between these.    
I wrote two storylines: one named ‘Implementing the nursing role in general 
practice’ and the other named ‘Patient enablement’ and presented these to three 
members of my supervisory panel. We met on one occasion for a period of three 
hours and used the storylines to discuss the data and relationships between 
categories. This discussion took two trajectories.  
The first trajectory: an abstract model of patient enablement  
The first discussion involved a deeper analysis of the ‘patient enablement 
storyline’. This was facilitated by the use of Strauss and Corbin’s [270] scheme 
using conditions, action/ interactions and consequences for linking categories to 
form an overarching theory of action.  
Whilst I believed I had acknowledged the presence of my nursing background as 
an influence on my research lens, the strength of this influence became clear 
during this meeting. “What we bring to the study influences what we can see” 
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[268:15]. The team drew attention to the nursing lens I had used in writing the 
storylines; my analysis was hampered by my use of nurses’ categories and 
justifications about their work, rather than stepping back and presenting patients’ 
and practice managers’ perspectives on the nurses’ roles. This was most 
unexpected for me, although in a way a delightful reflection of the power of our life 
experiences and intellectual background, and the significance of this in the 
qualitative research process. Following this, I revisited the data and made a 
concerted effort to view it with a different lens; from the patients’ and, when 
relevant, the practice managers’ lens. Re-analysis and interpretation with this view 
coupled with interpretation and input from the team added to the rigour of the 
data analysis and subsequent findings.   
The storyline technique supported theoretical coding [268] and theoretical 
integration [268, 269]. It brought the data to life in the form of a theoretical 
framework, which over a period of weeks I considered in terms of Strauss and 
Corbin’s organisational scheme of conditions, action/ interaction and consequences 
with a focus on connections, relationships and processes. This inductive process of 
theoretical coding and integration is inherent to grounded theory methodology 
and methods [279]. It made it possible for me to organise the data into an abstract 
framework, which took the form of a model, which I named: Developing enabling 
health care partnerships between nurses and consumers in general practice. This 
model will be presented in the next chapter, Qualitative findings.  
The second trajectory: implementation of the GPN role 
The second part of the discussion with my supervisory panel took us to a deeper 
analysis of the storyline related to characteristics that influence implementation of 
the GPN role, which extended to a discussion of those characteristics being 
examined in the quantitative component of the study. This discussion led us to 
believe that an examination of the way in which GPN roles had been implemented 
in terms of the scope of practice and level of autonomy afforded to nurses in the 
general practices might be another practical lens through which to examine the 
participating practices. With this in mind and to inform this analysis, an additional 
tool, the Activity/Autonomy grid [27] (Figure 8), was used as a means of 
comparison. For use in the ACTPESS, the grid was renamed the Scope of practice/ 
Autonomy grid. 
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A practice’s point of distribution on the grid was reflective of the intersection of 
GPN scope of practice and autonomy in that practice. Distribution in the right 
upper quadrant was indicative of GPNs working with broad scopes of practice and 
high levels of autonomy. The left lower quadrant indicated the opposite: nurses 
working with narrow scopes of practice and low levels of autonomy. Distribution 
in the left upper quadrant indicated GPNs with narrow scopes of practice working 
in roles that provided them with levels of autonomy higher than that for which 
their scope of practice indicated they were competent. In contrast with this, 
distribution in the right lower quadrant was indicative of nurses working with 
levels of autonomy lower than their broad scopes of practice indicated they were 
capable.  
High autonomy 
 
 
 
 
 
 
 
 
 
 
                                                                                         
 
 
                                                                                                                                                                          
Narrow scope of nursing practice 
                                  
                                       
                                               
                                               
 
                    Broad scope of nursing practice 
 
         
           
       
 
 
 
 
 
    
 
 
                                                                                     
Low autonomy  
 
                            Broad scope of practice, high autonomy 
                             Narrow scope of practice, low autonomy 
                             Broad scope of practice, low autonomy 
                             Narrow scope of practice, high autonomy 
Figure 8: Scope of practice/ Autonomy grid  
   (adapted from Phillips and colleagues [27]) 
We decided to map each practice on the grid in terms of the way in which they had 
implemented GPN roles. In order to do this, I met with two staff members from the 
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ACT Medicare Local with the purpose of mapping the general practices on the 
activity/autonomy grid. The staff members were provided definitions of nursing 
scope of practice and autonomy (see Definitions) to inform this process. From my 
perspective, this meeting was informed through an understanding of the practices, 
in terms of the structure, reception processes and, in particular, the way in which 
nursing roles had been implemented, that I had developed over the seven month 
period of data collection. The two ACT Medicare Local staff members’ decisions in 
this exercise were informed by their roles in supporting the Nursing in General 
Practice Program in the ACT and their associated knowledge of each practice and 
the GPNs working within it. For rigour, practice ratings were decided by 
consensus. Where we three raters had divergent views, the issues were discussed 
until mutual agreement was reached.   
6.6 Rigour 
Regular meetings with members of my supervisory panel added rigour to the 
research process. The role of my supervisors during data generation and analysis 
was to support my reflexivity, reflecting on my interpretations, the emerging 
model and at times suggesting alternative interpretations. This ensured a robust 
analysis. For example, following one of my first interviews in which I had felt 
challenged in terms of encouraging the participant to provide information, I met 
with one supervisor who advised me of ways to re-frame my questions so that they 
were more open-ended. Following this I included these questions in a number of 
interviews: What do you need to manage your condition? What do you need to 
know? What would make it easier for you? 
I spoke by telephone each month to one supervisor, whose area of expertise was 
grounded theory. She provided guidance into my approach to analysis, in 
particular in advising me to use Strauss and Corbin’s [270] organisational scheme 
of conditions, action/interaction and consequences to develop a framework from 
the storylines. Her abstract insights into the data were valuable in guiding my 
approach to analysis. 
I met fortnightly with my primary supervisor throughout my candidature to 
discuss the research process, in particular any difficulties I encountered. Once I 
had developed the initial model, developing enabling health care partnerships 
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between nurses and patients in general practice, we spent time on several occasions 
shaping and further developing this model. 
Congruence between the philosophy underpinning the research with methodology, 
methods and analysis is inherent to research rigour. The grounded theory 
approach to data collection and analysis used in this study was founded in a 
critical realist understanding of existence and how an understanding of this can be 
acquired. In line with this, the sampling (purposive and theoretical) and coding 
(initial, focussed and theoretical) methods employed, coupled with constant 
comparative analysis, acknowledged and distinguished categorising and 
connecting strategies [279]. Use of these methods was congruent with the critical 
realist ontology and constructivist epistemology underpinning the qualitative 
component of this ACTPESS.   
The conduct and reporting of this component of the ACTPESS is in concurrence 
with the Consolidated Criteria for Reporting Qualitative Studies [283]. Appendix 
18 presents the domains of these criteria and indicates where each has been 
reported.  
6.7 Conclusion 
The comparative methods I employed in generating and analysing the qualitative 
data are basic tools; however, these tools and the emergent conceptual 
development were shaped by my interaction with them and the participants, as 
well as my interpretation of these interactions [268], which have been described.  
While the intention was to use grounded theory as an approach to inform the 
qualitative component of this concurrent mixed methods study, it became 
apparent in the final stage of analysis that the rigorous application of grounded 
theory methods had resulted in the construction of a theoretical model. This is 
reflective of the rigour of the application of the methods and of the validity of 
grounded theory methodology itself; that when the methods are applied 
systematically, even in the absence of intention, theory will be generated. The 
theoretical model that was constructed as a result of these methods will be 
presented in the next chapter. 
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Chapter Seven: Qualitative findings 
7.1 Introduction 
This chapter presents the findings for the qualitative component of the ACTPESS as 
described in Chapter Six. Categorisation and description of the findings are 
presented in two parts: those described in relation to general practices and those 
described in relation to GPN consultations. The findings described at the general 
practice level are those resulting from the exploration of characteristics that 
optimise implementation of the nursing role in general practice. The findings 
described at the consultation level are those resulting from the exploration of 
patient enablement in GPN; these are presented as a theoretical model.  
7.2 Participating practices and interview participants’ demographics 
7.2.1 Interview participants  
Patients 
Recruitment of patients for interview was determined in the first instance by their 
willingness to participate, indicated through submission of an expression of 
interest form containing their contact details with their completed survey. Ninety 
one of the 696 patients who returned completed surveys (13%) volunteered to 
participate in interviews. Of these 23 were interviewed; 14 were female and nine 
male. The range of patients’ ages was from 30 to 89 years of age. Interviews with 
patients were of 30 to 60 minutes in duration. Table 23 provides an overview of 
the reasons patients provided for seeing the GPN.  
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                        Table 23: Patients’ reasons for seeing the GPN 
Health condition Number 
Leg injury wound dressing 5 
INR blood test 8 
Health assessment 1 
45-49 year old health check 1 
Ear syringing 1 
Abdominal pain 1 
Child’s immunisations 1 
Vaccinations 1 
Injections 1 
ECG (electrocardiograph) 1 
Pre-diabetes management 1 
Health assessment  1 
 
GPNs 
Sixteen GPNs were interviewed. The interviews were either arranged directly with 
them or through practice managers. This varied from practice to practice, 
dependent on who was the main contact person for the study. At two practices the 
GPNs undertook the dual role of GPN and practice manager and were therefore my 
primary contacts at these practices. The age of the GPNs ranged from 24 to 63 
years (Table 24); the dominant age group of those interviewed was 40–49 years. Of 
the 16 GPNs interviewed, 15 were registered nurses and one was an enrolled 
nurse. Interviews were of 30 to 60 minutes in duration. 
Table 24: Age of GPN interview participants 
Age group (years) Number of nurses 
20 – 29 3 
30 – 39 1 
40 – 49 7 
50 – 59 4 
60 – 69 1 
 
                             
144 
 
Practice managers 
Nine practice managers (PMs) were interviewed; their ages were not disclosed. 
These interviews focussed on the structure and processes in place within the 
general practices and were between 15 and 30 minutes duration. Whilst, data from 
these interviews informed an understanding of factors influencing implementation 
of the GPN role in general practice, they did not inform the findings related to the 
process of patient enablement, as after initial exploration of this concept with 
practice managers it became apparent that, apart from the two GPNs who also 
undertook the role of practice manager, they were not potential informants for this 
aspect of the study.   
7.3 Part one: General practice factors that optimised implementation 
of the GPN role  
This section will describe five general practice characteristics identified by 
patients, nurses and practice managers as important to implementation of the GPN 
role. These were: 
1. GP endorsement of the role, manifesting as mutual trust and teamwork 
2. Team meetings 
3. Practice supported education and training 
4. Adequate nursing staff 
5. Adequate space and privacy for consultations 
7.3.1 GP endorsement of the nursing role 
The factor most readily referred to as enhancing the role of GPNs was GP 
endorsement of their work. Endorsement was seen as a starting point for the 
nurses in building credibility with patients; the fact that a GP had employed a GPN 
inspired patients’ confidence in them as care providers. Patients’ confidence was 
further enhanced when they were referred to GPNs by the GPs, when GPs asked 
GPNs for advice or feedback, and when both health professionals were seen by the 
patient to work closely together.  
GP endorsement, including the development of mutual respect and teamwork 
strategies, culminated in GPNs feeling highly valued. Successful teamwork 
strategies included the GPNs and GPs having a mutual understanding of their roles 
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and those of all practice staff, including reception processes, triage, appointment 
bookings, and the requirements for successful GP/ GPN collaboration.   
GPN 3: I think it’s that working relationship, it’s that mutual respect we have for 
each other, I think that’s really important. 
Perceptions of endorsement took different forms in different practices. In some 
practices, endorsement was of delegated, task oriented roles, whereas in others it 
was of broader roles and GPNs had higher levels of autonomy. In larger practices it 
was not unusual for GPNs to perceive different levels of endorsement from 
different GPs. They worked in accordance with this, which meant they often 
worked more closely with some GPs than others.  
7.3.2 Team meetings 
The presence or absence of team meetings and the way in which these were 
facilitated, was indicative of the implementation of the GPN role; a traditional 
hierarchical model or an inter-professional model [284]. In practices that worked 
to implement inter-professional models, whole-team meetings, including GPs, 
GPNs, reception staff and practice managers, were conducted regularly. These 
would often culminate in a clinical meeting with GPs and GPNs that often included 
case management discussions.  
GPN 14: We have meetings, staff meetings pretty much every month, so if there... if 
anyone has a problem we discuss it once a month until everything is working very 
well. 
At times meetings were arranged reactively to discuss specific cases or clinical 
issues that could be improved through a whole of practice approach:   
GPN 6: We had a bit of an incident a couple of weeks ago so we're having a meeting 
today just to discuss that and whether we could have done something different... 
A large number of practices had separate meetings for GPs, GPNs and reception 
staff, and five practices had no meetings at all. A barrier to team meetings in some 
of these practices was the part-time nature of many GPs and GPNs, making it 
difficult to get everyone in one place at the same time.  
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GPN 8:  We have informal meetings usually just because of the hours that everybody 
works it’s a bit hard to structure it.  
Part-time work was a particular issue in larger practices and identified as a barrier 
to effective, planned communication. Some of these practices would conduct 
meetings between the practice principal and the most senior GPN, to discuss 
process issues rather than case management. This procedural information would 
then be passed on by the senior GPN to other GPNs and at times reception staff. 
7.3.3 Practice supported education 
Practice supported education and training was reflective of practices keen to 
optimise the nursing role. For example, some practices supported GPNs to develop 
specialist roles, such as diabetes education and women’s health through paying for 
their enrolment in relevant courses or giving them time in work hours to attend 
courses. These practices would dedicate work time and financial support in order 
to foster increased scopes of nursing practice and high levels of nursing autonomy. 
Nurses working in these practices highly valued their support and clearly 
described the benefits it brought to their professional practice and capacity to 
contribute to the team as a whole. Similar to GP endorsement and team meetings, 
this support was reflective of an inter-professional teamwork approach in these 
practices.  
PM 4: We invest quite heavily in training for all our staff, not just the nurses.   
Interviewer:  What sort of returns does that bring the practice?   
PM 4: Oh, it's invaluable really because they... a skilled workforce is the only way to 
go really.  If you don't provide... if you don't invest in that time to up-skill your staff 
then … they don't know how to progress things forward and it's unfair to expect them 
to take on a role that they haven't had sufficient time and training to do so.   
One practice organisation kept one half day free every two months for the GPNs 
from its two practices to attend joint education and training, which included 
presentations by invited guests, case presentations and other specific training 
activities. Another practice paid for GPNs to attend workshops or formal 
postgraduate training courses. Three practices used team meetings with doctors 
and nurses as opportunities for case management and joint education initiatives.   
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GPN 3:  They will ask me about things, the typical nurse thing about dressing, you’re 
the best one about dressings, but if I’ve got a question about patient illness or 
prognosis they’re quite happy to discuss them with me. So that’s a big learning thing 
as well.   
This and willingness to participate in peer to peer education and reciprocal 
information sharing was also reflective of the GPs’ endorsement of the GPNs’ broad 
scopes of practice.   
GPNs from all practices received professional development support from the ACT 
Medicare Local. This included the option to attend education and training at the 
Medicare Local. All GPN participants spoke highly of how beneficial this support 
and opportunities for further education were to them.   
PM 8: A.C.T. Medicare Local, they provide a lot of training and support. They’ve been 
great, especially the past couple of years, they sort of provide one to one, especially 
for the new nurses who come to general practice, they’ve got sort of a one day 
workshop basically going over stuff, and they’ve got a nursing support officer who 
comes and visits the nurses once every couple of months or whenever they need a 
visit... 
7.3.4 Adequate nursing staff 
Having adequate nursing staff or a realistic expectation of what existing staff could 
achieve was essential to effective role implementation. Practices that had sufficient 
staff generally had clearly defined roles for each GPN. These practices usually had 
GPNs dedicated to specific roles, such as Women’s Health, Coordinated Veterans 
Care (CVC), Midwifery Care and Diabetes Management. GPNs at some of these 
practices were supported to gain appropriate education and training for these 
roles and the organisation of the practice facilitated implementation. The 
importance of this was acknowledged by one practice manager: 
PM 4: We do invest more money in making sure we have enough staff and enough 
space … it just means that those extra things can be done that aren't necessarily 
seeing patients face-to-face. You can't possibly have a full clinical load and run 
chronic disease management programs like do all the phoning, set up the protocols, 
do the eligibility checks with the doctors and those sorts of things. 
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GPNs working in practices with inadequate staff acknowledged this as a barrier. 
Some of these practices had experienced difficulty in recruiting nurses to fill 
identified gaps; two successfully employed additional nurses after the study was 
complete. However, perceptions of inadequacy differed between practices and 
GPNs. Often GPNs felt constrained by time due to the fact that they were required 
to perform non-nursing duties, such as sterilising, stock control and administrative 
tasks.  
GPN 15: We need more hours definitely because things are always, at the end of the 
day the instruments aren’t sterilised because we haven’t had time and we need, we 
sort of do things on the run like ordering, we often run out of supplies because we 
haven’t had time to spend the time ordering. So more hours and then designated 
people to do designated things. 
In other practices gaps were identified in terms of clinical roles and the potential 
for nurse-led clinics, that couldn’t be fulfilled due to GPN staffing constraints. 
7.3.5 Adequate space and privacy 
The issue of space and privacy was discussed, as both a barrier and a facilitator to 
implementation of the GPN role. A number of practices had separate consultation 
rooms for GPNs that afforded them the same level of privacy as the GPs. One 
patient compared her experiences at two practices. 
Patient 7:  Well a) she had the door shut whereas in the other one the door was open 
and any staff member could come in to pick up something, so if I was having a private 
conversation that I didn’t want people to overhear I knew that at this clinic that I had 
this last consultation with it was behind closed doors. They [the practice staff] 
treated the session the same way as they would treat me seeing a doctor so I really 
appreciated that. It didn’t make me feel like I was chucked in a back office to go 
through paperwork. 
Whilst a number were satisfied with the most common type of workspace for 
nurses in general practice, a central treatment room with areas separated by 
curtains [94], many were conscious of the fact that this “conferred no aural 
privacy” [94:6].   
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GPN 16: I had a young lady who had actually been sexually assaulted and as a result 
of that assault was pregnant, had a termination and we saw her countless times with 
lots of emotional issues ….  Anyway she, when I first met her I'm talking to her, the 
curtain pulled and someone walks into the room and it was the pathology people! 
A number of GPNs working in practices where there was inadequate space and 
privacy for consultations had flagged this as an issue. In the absence of an ability to 
make structural changes to the practice, they had worked in collaboration with the 
practice manager to create ways to manage it effectively. These included 
implementing nurse-led clinics in GP consulting rooms on days when they were 
vacant.   
Larger practices had a number of areas available for GPNs, including open-plan 
areas with treatment spaces divided by curtains as well as individual consulting 
rooms designed for longer consultations, specifically care planning. In all smaller 
practices, GPNs’ consulting rooms also contained vaccination refrigerators, hence 
interruptions were inevitable. 
7.3.6 Nursing scope of practice and autonomy 
Distribution of the practices on the Scope of practice/ Autonomy grid (Figure 9) 
was indicative of the nurses from those practices who were included in the study. 
For some practices, quantitative findings were representative of the work of one 
nurse in the practice, who was also interviewed for the qualitative component of 
the ACTPESS. In these cases it was the scope of practice and level of autonomy of 
this particular nurse that determined the distribution of the practice on the grid. 
For other practices the distribution was determined as a result of consideration of 
the nursing team as a whole. The provision of support for GPN education was 
clearly reflected in the general practices’ distribution on this grid. As described in 
Chapter Six (6.5.6: The second trajectory: implementation of the GPN role), a 
practice’s point of distribution on the grid was reflective of the intersection of GPN 
scope of practice and autonomy in that practice. 
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Figure 9: Distribution of general practices on the Scope of 
practice/Autonomy grid 
 
Broad scope of practice, high level of autonomy (Right upper quadrant)  
Eight practices were distributed in the right upper quadrant corner of the grid, 
indicating the expanded scopes of practice and high levels of autonomy of GPNs at 
these practices. This might have been a result of the way the practices had 
supported their professional development, their approach to recruitment or a 
combination of both. The one GPN who worked at Practice 15 worked limited 
hours due to family commitments and was therefore unable to fully implement the 
role. This practice has since recruited a second GPN. Five of these practices actively 
supported on-site education sessions, often led by GPNs, as well as regular case 
management sessions, which usually took place during team meetings. Three 
practices provided financial support as well as paid time to attend continuing 
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professional development activities. The GPNs in all of these practices conducted 
nurse led clinics.   
Broad scope of practice, low level of autonomy (Right lower quadrant) 
GPNs working at the three practices distributed in the right lower quadrant had 
less autonomy than their scopes of practice suggested they were capable of. This 
was described as a source of frustration and role stress [285] for one, whilst the 
others accepted the constraints, which they attributed to medical dominance [79], 
as a trade-off they had made for the convenience of the hours and their enjoyment 
of the work in general practice. This trade-off was enough for them to counteract 
the potential for role stress, which in previous research in the acute care sector has 
been associated with low levels of satisfaction [286].  
The traditional hierarchical approach taken in these practices, delegating tasks and 
overseeing all care provision, limited the GPNs’ autonomy. One of the two GPNs 
who worked at Practice 6 had a higher level of education and experience than the 
second nurse, who was still developing in the role.   
Narrow scope of practice, low level of autonomy (Left lower quadrant) 
Similar to practices distributed in the right upper quadrant, practices in the lower 
left quadrant had GPNs working within clearly defined organisational roles; 
however, these GPNs had low levels of autonomy and were working within limited 
scopes of nursing practice. The matching expectations of the GPN role between 
employers (mostly GPs) and GPNs generally resulted in a satisfactory work 
environment, despite the fact that the potential of the role might not have been 
reached. Distribution in this quadrant was largely reflective of a lack of 
understanding of the GPN roles’ potential, at times by both GPs and GPNs, both of 
whom have a role in determining the scope of practice of nurses [3].  
Particularly lacking, in eight of the 10 practices distributed in this quadrant, was 
practice-supported education and training, which when present in other practices 
was found to reflect an understanding of how GPN roles can be tailored to optimise 
the provision of care, particularly preventive health care and chronic disease 
management. In contrast to this, Practice 13 employed two GPNs, neither of whom 
was willing to expand their role through taking up the practice principal’s offer to 
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undertake further education and training. This was due to family commitments 
and the related part-time nature of their employment. In addition to having the 
dual role of GPN and practice manager, the sole GPN who worked at Practice 3 did 
not have a good understanding of how the GPN role could be optimised. She was 
setting up both roles for the first time and was seen to struggle to implement 
either role fully, emphasising the importance of role definition for nurses in 
general practice. 
GPNs working in these practices were either unwilling or did not have the support 
required to enhance or increase their scopes of practice nor levels of increased 
autonomy. This was evidenced by the fact that none of these practices conducted 
nurse-led clinics. Nursing care was generally task orientated and reactive to GPs’ 
requests for support. 
7.3.7 Implications for this study 
The six general practice characteristics, identified as important for implementation 
of the nursing role, were examined in terms of how they had been implemented in 
each practice included in this study. The presence or absence of variables in 
practices was mostly reflective of the way in which practices intended for the role 
to be implemented, responsive to GPs’ understanding of GPN roles and at their 
discretion [46]. However, it was also responsive to GPNs’ understanding of the 
role, its potential and their willingness or ability to expand their scope of practice.  
7.4 Part two: An exploration of patient enablement in nurse 
consultations 
7.4.1 Developing enabling health care partnerships between patients and 
nurses in general practice: A theoretical model.  
Exploration of the concept, process and outcome of patient enablement with 
nurses and patients led to the development of a model theorised as developing 
enabling health care partnerships between patients and nurses in general practice, 
presented in Figure 10. This element of the research was aimed at facilitating an 
understanding of GPN consultation characteristics that influence patient 
enablement. Whilst remaining close to the data and accurately representing 
participants’ views, this model clearly differentiated the findings from the data and 
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analysis [287]. An overview of the central process will be followed by a detailed 
description of the model.  
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An overarching influence on the central process and implementation of the nursing 
role in general practice was government policy and funding. Participants regularly 
referred to specific preventive health care activities, including health assessments 
and chronic disease management, funded under the current government PNIP 
initiative, emphasising government policy and funding as a major influence on GPN 
activities. A discussion of the influence of policy and funding on GPN roles was 
presented in Chapter Two (2.2.1 A potted history of Australian policy influencing 
nursing in general practice). Whilst an essential influence on this model, 
government policy and funding will be referred to in terms of the data and how 
this informed the development of the model, rather than being discussed in its 
own right. 
7.4.2 Overview  
Exploration of patient enablement with patients and nurses led to the emergence 
of a clearly defined central process that fostered and optimised this key quality 
outcome for patients, named Developing enabling health care partnerships between 
nurses and patients in general practice. Constant comparative analysis, described in 
Chapter Six, supported categorisation of the data and organisation of this cyclical 
process into two stages: 1. Triggering enabling health care partnerships, and 2. 
Tailoring care in enabling health care partnerships. Patient enablement manifested 
at different points in the process. Inherent to each stage were actions and 
interactions between nurses and patients, underpinned by activities, described as 
scaffolding. This process was also subject to characteristics and behaviours of 
GPNs and patients, the presence, absence or change of which influenced the 
process and hence, its outcomes.  
During the first stage, Triggering enabling health care partnerships, foundations 
were laid from the first consultation, when patients and GPNs worked together 
‘establishing two-way trust’, ‘engendering trust in the health care team’, and 
‘establishing a baseline from which the journey could begin’. This stage was 
underpinned by the availability of nursing ‘time’, a key facilitator of the whole 
process. During this foundation stage, understanding of the unique needs of each 
patient and of the potential health care journey was identified. This understanding 
made the journey and the partnership seem possible, an essential bridge to the 
next step in the process, Tailoring care.  
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The second stage, Tailoring care in enabling health care partnerships, built on the 
foundations. Through ‘contextualising care to promote independence’ and 
‘collaborative decision-making’, patients and GPNs embedded the idea of 
uniqueness through deepening their understanding of individuals’ health care 
needs and planning and implementing health care in accordance with these. Again, 
this stage was underpinned by the availability of time; time in consultations as well 
as a number of consultations over time. 
The manifestation of patient enablement was evidenced through:  
1. Patients’ understanding of their unique needs, informing their health seeking 
behaviours and choices;  
2. Patients taking an increased lead in the partnership, seeking choices in their 
care, and  
3. Patients getting the health care they need.   
This manifestation was unique to each patient and changed in response to 
changing conditions. Scaffolding activities underpinned the process and were 
considered essential for developing and maintaining enabling health care 
partnerships. While triggering and tailoring enabling health care partnerships 
could be described as discrete stages, they were part of an ongoing, cyclical 
process aimed at optimising the quality outcome, patient enablement.  
7.4.3 The model 
An outline of scaffolding and nurses’ and patients’ characteristics intrinsic to the 
model will precede the description of the central process of developing enabling 
health care partnerships between nurses and patients in general practice, in which 
these characteristics will be elaborated upon. 
Scaffolding 
Scaffolding referred to activities that fostered the development of patient 
enablement. These activities were largely nursing activities, although their success 
was contingent on patients’ collaboration with the GPNs. The activities were:  
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1. Providing education in different formats  
- not saturating with information 
- coaching and reinforcing 
2. GPNs being clear on their scope of practice 
- referrals to other health care providers 
- supporting patients to see other providers 
3. Following up 
- checking that patients are okay 
- patients calling the nurse 
4. Recalling patients  
- using all available Chronic Disease Management visits  
- patients seeing the GPN in good health and ill-health (whole person 
care). 
Scaffolding activities were essential to each stage of the process and were also 
contingent upon the characteristics of GPNs and patients that influenced the type 
of activities required and their level of participation in the process.  
GPNs: The “Just right” nurse 
One patient early in data generation described three GPNs who had treated him 
over a period of 18 months for an infected wound. He clearly distinguished the 
three in terms of their clinical and communication skills, which he perceived 
defined their capacity for providing optimum nursing care relevant to him. He 
named one nurse the “I am” nurse, whose focus was on establishing her own 
credibility and following treatment protocols. He described the second nurse as 
quiet and task orientated, who did not converse with him other than that which 
was required to complete the required task. Finally he described the third nurse as 
“Just right”. This nurse shared stories about her family and listened to the patient; 
trusting his understanding and knowledge of his health needs and responding to 
these appropriately. This resulted in the establishment of two-way trust and the 
provision of practical advice relevant to him. As the prime interest was to explore 
factors related to the achievement of patient enablement, factors characterising 
the “I am nurse” and the “Quiet, task orientated nurse” were not explored. 
However, the concept of the “Just right” nurse was explored with other 
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participants and led to the description of behaviours, which in conjunction with 
the above, characterised the “Just right” nurse. These were:  
1. Listening to and watching patients; 
2. Trusting patients’ self-knowledge, and 
3. Guiding and suggesting.  
Underpinning GPNs’ scaffolding activities, these behaviours were emphasised 
again and again by participants as optimising GPNs’ capacity to facilitate the 
development of enabling health care partnerships with patients.  
Patients 
In partnership with the GPNs were the patients. Characteristics described as 
influencing patients’ participation in enabling health care partnerships were: 
1. Their health condition, and 
2. Pre-existing levels of enablement. 
7.4.4 Triggering enabling health care partnerships  
This was the foundation stage when GPNs and patients began the process of 
‘developing rapport’ and identifying the way that illness or disease had manifested 
uniquely for each individual. Integral to this was good communication; patients 
and GPNs referred to the value of nurses chatting and sharing life experiences, 
which made it easier for patients to share their stories and to ask questions.  
GPN6: I think the communication skills are paramount … I can have all the clinical 
skills in the world but if I can't maintain a rapport with someone … [hands up and 
shrugs] 
Behaviours characterising the ‘just right’ nurse (asking questions and trusting 
patients’ self-knowledge) promoted the establishment of ‘two-way trust’. Insight 
into patients’ health status, their understanding and desires in terms of needs and 
goals, was optimised by ‘Just right’ nurses whose capacity to listen and watch 
fostered patients’ reciprocal trust in them. Patients who described enabling health 
care partnerships valued this above all and felt acknowledged and empowered 
through this trust.   
159 
 
GPN 10: I sit and I listen – I want to sit and I listen to individuals … I don’t want to 
miss anything with people; I want to listen to what they say. I want to pick up on 
those little nuances. I want to be able to use the resources that we have to allay some 
of the problems that they may have or allay some of the fears that they may have.  
GPNs listening to and watching patients extended on the fact that these ‘Just right’ 
nurses trusted that patients’ understanding of their health is the best source of 
information. 
GPN 14: And of course I believe they know their body the best.   
Having adequate time supported the capacity for GPNs and patients to 
communicate. As described in Chapter Two, time availability was built into the 
PNIP through MBS item numbers supporting the delivery of preventive health care 
and chronic disease management. However, one GPN had negotiated additional 
time for health assessment and chronic disease management into her role prior to 
accepting a position at the practice. For her, this was essential for her capacity to 
provide quality nursing care. 
GPN 10: I do have that hour now, yes. It was one thing that I negotiated when I came 
back. I said I need to have this, and it does work and the GPs are seeing that it does 
work as well. You know, that there’s so much more you could get from individuals or 
glean from individuals when you give them that time.  
The value of GPNs having time to spend with patients was identified as a source of 
confidence for patients, who had time to talk, discuss issues in detail and clarify 
information. Time was integral to each stage of the process, underpinning GPNs’ 
and patients’ capacity to develop enabling health care partnerships. 
Patient 9: It just builds that sort of confidence in yourself and them knowing that 
even the simplest things that you can go in and talk to them about it and it’s no 
stretch if you’re in there a little bit too long. 
The availability of time in consultation to talk, develop rapport and two-way trust 
supported the capacity of patients and GPNs to establish a baseline from which the 
health care journey could begin. This was also influenced by patients’ health status, 
existing knowledge and pre-existing level of enablement. Participants’ experiences 
of this process were largely shaped by the health condition for which they sought 
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help.  Patients with chronic and complex conditions described ongoing 
relationships with the general practices and GPNs. Those with chronic and 
complex conditions often described GPN care provided over a period of months or 
years; at times by the same nurse. Whilst patients attending for simple or episodic 
reasons, such as vaccinations or childhood immunisations, described consultations 
(at times one-off) with a more immediate focus, they often elaborated on their 
experiences in terms of the opportunity for education or reassurance regarding 
other health care matters. 
Mapping the potential health care journey together, including the roles of all 
members of the primary health care team, was seen to engender trust in the team 
and a sense in patients that they were not on their own. Central to this was 
triggering the idea of uniqueness in patients; an understanding that their health 
care needs were unique and that the health care team could tailor care to meet 
these needs. This was critical in triggering an enabling health care partnership and 
making the journey seem possible. 
GPN 10: A lot of people will come and sit in front of you and say, “My friend” or “My 
neighbour” or “My son” or my whatever does this or has this, and so therefore they 
should be the same, you know? That’s a very hard barrier sometimes to break down, 
especially when it comes to… not just asthma but for diets, for everything else. We’re 
not all the same. We’re not all the same individuals.   
7.4.5 Tailoring care in enabling health care partnerships 
Building on an understanding of the unique manifestation of illness in the patient 
and his or her life, GPNs and patients worked collaboratively to contextualise care 
to promote independence. This included discussing care plans, developing an 
understanding of the pathway ahead, clarifying roles and asking each other 
questions. Nurses emphasised the value of explaining care plans to patients, which 
facilitated an understanding of the potential pathway ahead. 
GPN 9: I have this conversation that I have nearly every time with new patients, 
talking about knowing what’s going on, having copies of their bloods, talking about 
what would you like to get, do you need any results, are you going anywhere? To 
enable them to self-manage; so we talk a lot about self-management. 
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This process included clarification of roles; those within the general practice 
(nursing and medical) as well as roles of allied health professionals, often external 
to the practice. Patients’ health conditions and levels of pre-existing enablement 
shaped the level of support they needed, including potential referrals to other 
health care providers. Referrals could be supported through access to government 
provided rebates through the MBS. Access to these was contingent on nurses’ 
awareness of their availability and collaboration with GPs to facilitate patients’ 
access to these. Also intrinsic to this was patients’ willingness and capacity to 
access these resources. For some patients, this was influenced by where they lived 
and the availability of transport to other health care providers. 
Tailoring care was important for a variety of conditions, in particular those 
requiring long-term care. These included chronic disease management, long-term 
wound care and often supporting carers of patients with long-term or chronic 
conditions such as head injuries and dementia. Patients valued the provision of 
practical advice, such as waterproofing wounds for showering, gaining access to 
difficult to reach parts of the body for those with limited movement, how to elevate 
a wounded foot and increase one’s daily exercise at the same time. “Just right” 
nurses’ capacity to listen and clarify patients’ needs were emphasised as effective 
in providing relevant practical advice.  
Collaborative decision-making was inherent to clarifying patients’ needs. Again, 
nursing behaviours that fostered this were listening and watching, and trusting 
patients’ self-knowledge. Founded on two-way trust, this collaboration led to 
appropriate contextualisation of care to meet the needs of patients and to promote 
independence. 
Again and again patients referred to the value of setting small, achievable goals as 
an essential aspect of making the journey seem possible. Reaching these small goals 
resulted in further engagement of patients with their health management and 
made setting new goals less daunting. 
Patient 7: Yes she set goals for me that weren’t too hard and she said you will feel 
better if you do that, so that is a start. 
PN 10: Setting goals is important, but it’s got to be realistic goals for some 
individuals as well isn’t it? … you have to try and focus people’s realities. 
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Patients who had made significant changes to their health behaviours referred to 
the way that GPNs guided and suggested rather than directed them in their 
decisions, behaviours characterised by ‘just right’ nurses. Positive changes 
occurred as a result of subtle guidance and suggestions that fell in line with their 
lifestyles and seemed possible.   
Patient 4: But she didn’t harp on me about you have to give up smoking, which is 
what normally people do and it just gets my back up so I go and buy a packet of 
ciggies anyway. Yeah she just... I don’t know she’s got a way where she didn’t say to 
me, she suggested it would be better for my health if I gave it up which I knew 
anyway.  
In order to achieve these goals GPNs and patients worked together to establish 
information requirements. Patients’ level of pre-existing enablement had a 
considerable influence on this aspect of their care. Scaffolding activities were most 
prevalent in this second stage of the process. A number of patients described the 
value of GPNs providing links to reputable websites about chronic disease 
management, the provision of pamphlets, or one-to-one education. For patients 
with a good understanding of their conditions, nurses were viewed as an 
additional resource, adding to their existing knowledge and understanding, 
assisting them in actioning their health care plans, and at times a source of 
reassurance. 
GPN1: So a lot of the patients we look after already have quite an idea… coupled with 
their world view and understanding of that, as well as the education that we can give 
and the interactions and rapport relationships that we have, it all works together in 
terms of creating enablement for that patient to be able to independently look after 
themselves and to attain their goals.  
The importance of providing education in different formats, including face-to-face 
training, was emphasised by all participants, as was the value of information being 
provided in small, digestible pieces. This activity was also dependent on patients’ 
level of pre-existing enablement and GPNs remaining up-to-date with evidence-
based practice and resources. 
Patient 17: The nurse directed me to websites and gave me pamphlets and said, if 
you are worried about this, have a look at that, and so on.  
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The development of technical and practical skills relevant to the unique needs of 
each patient included the provision of coaching and reinforcing, intrinsic to 
education activities. 
Patient 4: Showed me exactly how to use it. So she told me what to do …  She doesn’t 
just say blow into this, she sort of explains to you keep blowing into it until I tell you 
to stop and you know and you think your eyes are going to pop out and she sort of 
says only a little bit more. 
Two-way trust underpinned this element of the partnership, facilitating the 
tailoring of care specific to the needs of each individual. One example of this was 
provided by a patient, for whom the nurse’s trust in her understanding of her 
health condition led to a change in her treatment plan, which enabled her to 
commence antibiotics herself when required: 
Patient 8: As I said I get the flu or something like that and she’s organised like... I 
said to them with the emphysema or whatever they call it now, if I get a cold or 
something like that I know when it’s gone down to my chest. So if I can take 
antibiotics straight away instead of ringing up and having to wait three days to get 
into the doctor after the weekend, well as I said to them last time I will be bloody 
dead by the time I get in there. So that is what she organised for me to have a script 
for in case like I get it on Friday night and it goes down to my chest. I go to a chemist 
and get my antibiotics, my steroids I know how to use. 
The determination of appropriate care pathways often led to nurses referring 
patients to other health care providers. This scaffolding activity was in the first 
instance a reflection of the GPNs being clear on their scopes of practice and an 
awareness of relevant available services within the community.   
GPN 7: If I can’t answer anything that they’re going to ask I wouldn’t hesitate to refer 
them on, there is so many pathways and there’s access to great healthcare in the 
A.C.T so there is no excuse not to. 
Patients particularly valued GPNs supporting them to access other health care 
providers, either through contacting them on their behalf or facilitating contact for 
the patient. This extended support, often in the form of detailed explanations 
about where and how to contact other health care providers, fostered 
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opportunities for patients to uptake referrals. In conjunction with this it fostered 
the sense of partnership they felt with the GPNs.  
Patient 4:  She asked if I minded telling or getting some people to get in contact with 
me so I said, “No”. She got the Cancer Council to ring me, the Quit people to ring me.  
Interviewer:  So having those people ring you how did that help you? 
Patient 4:  A lot, because I was having sort of... I didn’t feel like I was on my own 
doing it. … they were really good. As I said like every other time I said well I’m trying 
to give up smoking but this time I’ve quit smoking. 
Following-up on patients often meant the GPN would phone them at home, just to 
see that they were okay. This was highly valued by patients, enhancing their sense 
of support and partnership in their health care journey. Coupled with this was 
patients’ understanding that they could contact GPNs for follow-up or with any 
questions. 
Patient 10: But I know that if I have problems... what they do too is they always 
check up and make sure that I’m OK with all these ups and downs and everything 
that I’m not going to lose it and making sure that I have a holiday regularly and 
things like that. 
The value of time was again integral to the process; in terms of access to 
consultations over time. One scaffolding activity, recall, was considered important 
in the development of enabling health care partnerships. The capacity for GPNs 
and patients to utilise all available Medicare chronic disease management 
appointments emphasised the influence of government policy and funding. Under 
this item number “a practice nurse provides monitoring and support service to a 
person with a chronic disease care plan, consistent with the scope of the care plan, 
provided between the more structured reviews of the care plan by the patient’s 
usual GP” [288]. Optimising patients’ care through use of these was seen to 
facilitate whole person care, in particular seeing patients in good and ill-health.   
GPN 9: …  and you need to come and see me as well when you are well, not when 
you’re sick. So we have these conversations about what recalls are, why do I need to 
come and see you as a diabetic every three months? And I say I want to see you when 
you are well I don’t want to see you [only] when you’re sick.  
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The value of this activity was also contingent on patients’ participation, optimised 
through a joint understanding of the value of ongoing contact with the general 
practice. One GPN described this as transforming general practice into a wellness 
model as well as an illness model of care. 
7.4.6 The manifestation of patient enablement 
The transition to, and manifestation of, patient enablement was explored with 
patients and GPNs. These different perspectives led to an understanding of this 
quality outcome described in three ways. 
1. Patients’ understanding of their unique needs informs their health seeking 
behaviours and choices.  One GPN described evidence of a patient’s transition to 
this in the following way:  
GPN 9: You can see there is a change quite often the second or third time they have 
come to see me because they’ve taken charge. And then they come back and say, 
“Right, I’ve been to see the eye people. I’ve had my feet done. I’ve had my bloods 
done”. So they’ve cottoned on. 
2. Patients are more confident in taking an increased lead in the partnership, 
making choices in the care journey. This was described through the following 
example:  
GPN 15: Well … I’m thinking of a particular patient now who last time they wouldn't 
ask the doctor anything, [she] would sit there and say yes OK, yes OK. And then I saw 
this patient and the doctor was in the room too and she just said but no I don’t want 
to do that, I didn’t like that and so I would like to try this. And the doctor went oh well 
alright you can try this. And it just was, you could see how much courage it took for 
that person and that person’s been coming here for three years to sort of, that’s a 
small example .… 
2. Patients get the health care they need, which is responsive to their unique needs, 
preferences and goals. This was mostly an emic description, taken from one 
patient’s description:  
Patient 22: You actually get the health care you need. 
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Essential influences within this model were the characteristics of GPNs and 
patients; the need for each of these partners to be responsive to changes in the 
other was recognised. This included changes in patients’ health status, level of 
independence and enablement, and changes to nursing staff within practices. 
7.6 Summary 
While the central process of developing enabling health care partnerships between 
nurses and patients in general practice was clearly described, it is the way in which 
this process performs in different general practices that is also of interest in this 
study. As it is within this context that this model must operate, one goal of the 
integration of the findings from both components of this study will be to facilitate 
an answer to this question, addressing the overarching research question: What is 
the relationship between general practice characteristics and nurse consultation 
characteristics and patient satisfaction and enablement? The findings presented in 
this chapter of the ACTPESS were grounded in the data generated in this 
qualitative component of this study.   
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Chapter Eight: Integration 
8.1 Introduction 
This chapter describes and presents the integration of the qualitative and 
quantitative components of the ACTPESS. At this point it is important to revisit the 
design of the study, including the research question. The study design is presented 
in Figure 11; integration is represented in steps 3 and 4. The overarching question 
is: What is the relationship between general practice characteristics and nurse 
consultation characteristics and patient satisfaction and enablement? Each 
component of the study has specific questions aimed at answering this. The 
question for the quantitative component was: What is the association between 
general practice characteristics and nurse consultation characteristics and patient 
satisfaction and enablement? The qualitative component had two questions: What 
characteristics in the general practice optimise or enhance implementation of the 
nursing role? and What needs, actions and processes foster patient enablement?  
The results from the two components will be compared and integrated in two 
stages; as the findings fell clearly within either the general practice or the nurse 
consultation level, comparisons of the quantitative and qualitative findings will be 
made separately within each of these levels.   
In the first stage, general practice influences on implementation of the nursing role 
(identified in the qualitative component) will be compared with the findings from 
the quantitative component. Some qualitative characteristics will be quantified to 
form new variables to include in regression analyses. In the second stage, the 
findings from the first stage of integration will be compared with findings from the 
qualitative component at the nurse consultation level (the theoretical model, 
developing enabling health care partnerships between patients and nurses in general 
practice: an integrated model of patient satisfaction and enablement). The purpose 
of this second stage of integration is to enhance significance [289], aimed at 
developing richness and depth to the findings, improving their interpretation and 
usefulness and also facilitating interpretation using meta-inferences; those which 
can be made across both components of the study [290].  
This complete and layered analysis [220] is in keeping with both the critical realist 
philosophy underpinning this study and the goal of mixed methods research; to 
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foster a deeper explanation and understanding of a phenomenon than can be 
obtained through the use of one method alone [215, 233]. The way in which the 
approach taken to integration in this study met with measures of validity of 
integration will be discussed at the end of this chapter. 
 
 
                                                                                                 
 
 
                                                                                  
 
 
 
 
 
 
 
 
Figure 11: Flow chart of the implementation of a Convergent Parallel Mixed Methods Design 
for the ACTPESS  
(Adapted from Creswell and Plano Clark [215:79]) 
8.2 Stage 1: Integrated analysis of general practice influences on 
patient satisfaction and enablement 
A comparison of findings from the two components of the study and the approach 
taken to integrative analyses of these is shown in Table 25. As no general practice 
variables in the quantitative component of the study were found to be significantly 
associated with either quality outcome, this analysis only included variables 
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identified in the qualitative component. Characteristics identified as important for 
implementation of the nursing role (GP endorsement of the nursing role, practice 
supported education, team meetings, space and privacy, adequate staff, and nursing 
scope of practice and autonomy) were considered in terms of how accurately, and 
hence validly, they could be measured to form new explanatory variables which 
could be included in regression analyses.   
Table 25: Specification of general practice characteristics for comparison and 
rationale for inclusion or exclusion as new quantified variable in the regression 
analyses 
Qualitative variables 
important for 
implementation of the 
nursing role 
Quantification of variable Rationale  
Adequate staff  
 
 
GP endorsement 
 
 
 
 
Space and privacy 
 
 
 
Practice supported 
education 
 
 
Team meetings 
 
 
 
Nursing scope of 
practice and autonomy 
Not quantified 
 
 
Not quantified 
 
 
 
 
Not quantified 
 
 
 
Dichotomised Yes/No 
 
 
 
Dichotomised Yes/No 
 
 
 
Quantified into 4 categories: 
Broad scope, high autonomy 
Narrow scope, low autonomy 
Broad scope, low autonomy 
Narrow scope, high autonomy 
Perceptions of adequacy varied 
between GPNs and practices 
 
Inconsistent levels of 
endorsement within practices 
and different perceptions of 
endorsement between practices 
 
Inconsistent perceptions of 
adequacy between practices and 
GPNs 
 
A valid measurement, clearly 
differentiated as either provided 
or not at each practice 
 
A valid measurement, clearly 
differentiated as occurring or not 
occurring at each practice 
 
Categories mapped using the 
Scope of practice/ Autonomy grid 
 
 
Perceptions of adequacy of nursing staff were subjective. For example, some GPNs 
referred to this in terms of having staff to perform non-nursing duties, such as 
stock control and sterilising, whereas others were referring to having GPNs 
available to run specific clinics. For this reason, the variable ‘adequate staff’ was 
not quantified for integration. 
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GPNs’ perceptions of GP endorsement did not necessarily indicate the same thing 
in all practices. In some practices GPs were very supportive of GPNs working in 
delegated, task oriented roles, whereas in other practices GPs endorsed GPNs to 
work with broader scopes of practice and high levels of autonomy. For this reason, 
perceptions of endorsement were not considered a valid independent variable for 
inclusion in the regression analyses. 
Perceptions of space and privacy were also inconsistent. In some practices where 
GPNs clearly had little space and privacy, they had worked with practice managers 
to create areas with adequate space and privacy for the provision of nurse led 
clinics. This was effective for these specific clinics, although not available at all 
times. In other practices there were a number of spaces available for nurses, 
including open plan treatment rooms and individual consulting rooms; however, 
the use of open plan treatment rooms for any consultation ruled out unplanned 
private conversations between patients and nurses. Additionally, when private 
consulting rooms were available, in all but two practices, the vaccination 
refrigerator was located in these rooms; hence interruptions were inevitable. For 
these reasons, this variable was not considered a valid measure to include in 
regression analyses.  
The remaining two qualitative variables, practice supported education and team 
meetings, were measured in terms of whether they did or did not occur in each 
practice. Their occurrence was clearly evident and measurable; hence these were 
valid for quantification and inclusion in the regression analyses. These variables 
were dichotomised into ‘Yes’ and ‘No’ responses, representative of whether 
practices had implemented them or not, shown in Table 26.  
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Table 26: The presence/ absence of practice supported education and team meetings 
in the included general practices 
Practice Practice supported education Team meetings 
1 ×  
2   
3   
4 × × 
5 × × 
6 ×  
7 ×  
8   
9   
10 × × 
11   
12  × 
13 × × 
14 ×  
15   
16 × × 
17 × × 
18   
19   
20 × × 
21 × × 
 
The sixth characteristic, nursing scope of practice and autonomy was categorised in 
four ways, reflective of the distribution of practices on the scope of practice/ 
autonomy grid, described in Chapter Seven and presented in Figure 12. Practices 
fell into three of the four categories. 
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Figure 12: Distribution of general practices on the Scope of 
practice/Autonomy grid 
 
8.3 Implications of the new variables 
Whilst patient satisfaction is a quality outcome that can be applied to all nursing 
care, patient enablement is an outcome applicable to care provided for specific 
conditions such as diabetes, COPD or other long-term illnesses and conditions 
requiring patient self-management [38]. GPNs working in practices where the 
potential for GPN roles is understood, and they are supported to develop broad 
scopes of practice accompanied with high levels of autonomy, could be expected to 
provide care for patients with a broad range of health conditions and to provide an 
often advanced level of care. In line with this, this variable was included in the 
MLMs to examine whether there was an association between Nursing scope of 
practice and autonomy (Figure 8) and patient satisfaction and enablement.   
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An important factor influencing implementation of nursing roles in Australia is the 
way in which they have been integrated into existing teams, which have 
traditionally, in the majority, been comprised of GPs. The concept of ‘team climate’ 
is central to this, and refers to a team’s shared understanding of organisational 
practice, policies and procedures [291]. The four elements of the concept of team 
climate are vision, participative safety, task orientation and support for innovation 
[291]. Underpinning these elements are shared visions and goals, involvement in 
decision-making, shared concern for excellence and outcomes, and enacted 
support for innovation [291]. Interactions within teams are thought to mediate 
outcomes, including the performance and quality produced [292]. Some research 
has indicated that a high team climate is associated with higher patient 
satisfaction, improved access and continuity of care, and better management of 
diabetes [293, 294]. However, subsequent research found no significant 
association between team meetings and team climate or quality outcomes as 
measured using the UK Quality Outcome Framework scores [295]. The provision 
of Practice supported education and conduct of Team meetings were seen to 
represent elements of the team climate in the general practices. With this in mind 
it was of interest to discover if there was an association between these and patient 
satisfaction and enablement.  
The aim at this integration stage was to examine the effect of these new variables 
when included in the MLMs and, as such, further inform the research question for 
the quantitative component of the study: What is the association between general 
practice characteristics and patient satisfaction and enablement?  
8.4 Pre-modelling associations between independent variables 
Prior to analysis, examination of the associations between the newly identified 
categorical general practice variables were examined using the chi2 (χ2) test. Of 
those practices that held Team meetings, 97% had Practice supported education 
(χ2= 366, p < 0.01) demonstrating a significant relationship between these two 
variables (Table 27).  
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Table 27: Relationship between team meetings and practice supported education 
 Practice supported education 
Team meetings Yes (%) No (%) Total 
Yes (%) 288 (97) 85 (23) 373  
No (%)   10 (3) 288 (77) 298  
Total 298 (100) 373 (100) 671  
 
The relationship between general Practice supported education and Nursing scope 
of practice and autonomy is presented in Table 28. Ninety three percent of 
practices where nurses worked with broad scopes of practice accompanied by high 
levels of autonomy provided Practice supported education (χ2= 472, p < 0.01). This 
was in contrast with 15% of practices where nurses worked with narrow scopes of 
practice and low levels of autonomy, and none of the practices where nurses with 
broad scopes of practice worked with low levels of autonomy.  
Table 28: Relationship between general practice supported education and nursing 
scope of practice and autonomy 
 Nursing Scope of Practice and Autonomy  
Practice supported 
education 
Broad scope, High 
autonomy 
Narrow scope, Low 
autonomy 
Broad scope, Low 
autonomy 
Total 
  Yes 263 (93) 35 (15) 0 298  
   No 21 (7) 193 (85) 159 (100) 373  
Total 284 (100) 228 (100) 159 (100) 671  
 
All practices where nurses worked with broad scopes of practice accompanied by 
high levels of autonomy had regular team meetings (χ2= 397, p< 0.01) (Table 29). 
This was in contrast with 19% of practices where nurses worked with narrow 
scopes of practice and low levels of autonomy, and 28% of practices where nurses 
with broad scopes of practice worked with low levels of autonomy.  
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Table 29: Relationship between team meetings and nursing scope of practice and 
autonomy 
 Nursing Scope of Practice and Autonomy  
Team meetings 
Broad scope,  
High autonomy 
Narrow scope, 
Low autonomy 
Broad scope, 
Low autonomy 
Total 
Yes 284 (100) 44 (19) 45 (28) 373  
No 0 184 (81) 114 (72) 298  
Total 284 (100) 228 (100) 159 (100) 671  
 
8.5 Modelled results 
8.5.1 Patient satisfaction 
General practice variables and patient satisfaction 
Results of univariate regression analyses of the relationship between general 
practice variables and total satisfaction scores are shown in Table 30. Two 
variables were eligible (p ≤ 0.20) for inclusion in the MLM (Nursing scope of 
practice and autonomy and Team meetings). Due to the significant association 
between these two variables, only one was retained for inclusion in the MLM. 
Nursing scope of practice and autonomy was chosen due to the multi-faceted nature 
of this variable, reflective of both individual GPN and general practice 
characteristics. 
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Table 30: The results of univariate logistic regression analysis of the relationship 
between general practice variables and patient satisfaction 
General practice variable 
N more 
satisfied / 
Total N 
% more 
satisfied (95% 
CI) 
OR 95% CI 
p 
value 
Implementation of nursing role   
  
0.04 
   Narrow scope, low autonomy 139/284 49 (0.42–0.55) 1.00 –  
   Broad scope, high autonomy 135/228 59 (0.35–0.47) 1.53 1.07–2.17  
   Broad scope, low autonomy 80/159 50 (0.42–0.57) 1.04 0.69–1.56  
Practice supported education    
  
0.21 
   No 152/298 51 (0.46–0.56) 1.00 –  
   Yes 209/373 56 (0.50–0.62) 1.21 0.90–1.65  
Team meetings    
  
0.16 
   No 187/373 50 (0.44–0.55) 1.00 –  
   Yes 167/298 56 (0.51–0.61) 1.24 0.92–1.69  
 
The complete case analysis MLM contained 623 observations (Table 31). The MLM 
as a whole was significantly better than the one that included only first level 
variables (χ2 = 0.03), a clear indication that the inclusion of a second level variable 
improved the model by considering variability in both consultations and general 
practices [254]. 
Patient and GPN consultation variables 
The relationships between the level 1, GPN consultation variables, and patient 
satisfaction were similar to those reported in the previous model (that is, without 
the addition of the Nursing scope of practice and autonomy variable), with some 
differences in the size, but not direction of the effect. Patients who made 
appointments to see a particular nurse (rather than those who did not), those 
whose consultations were for clinical care (rather than preventive care), those 
who had seen the same GPN 1-5 times and six or more times (rather than never 
before) and those whose consultations were of more than 15 minutes duration 
(rather than 1-5 minutes) were more likely to be more satisfied.  
After controlling for patient and nurse consultation characteristics, patients who 
attended practices where nurses worked with broad scopes of practice and high 
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levels of autonomy were more likely to be more satisfied than those attending 
practices where nurses worked with narrow scopes of practice and low levels of 
autonomy, with the odds 1.53 (95% CI: 1.07-2.17) higher for practices where 
nurses worked with broad scopes of practice and high levels of autonomy.  
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Table 31: Characteristics associated with patient satisfaction for 623 patients nested 
within 21 general practices 
 
Full integrated model (null model 
plus Level 1 & 2 variables) 
 
 
OR 95% CI p value 
Age    0.65 
   25-44 years 1.00 -  
   0-24 years 0.97 0.56 - 1.68  
   45-64 years 0.85 0.51 - 1.41  
   ≥ 65 years 0.47 0.28 - 0.79  
Gender   0.35 
   Male 1.00 -  
   Female 0.96 0.67 - 1.38  
Self-rated health    0.05 
   Very good or Excellent 1.00 -  
   Good 1.65 0.99 - 2.73  
   Poor or fair 0.96 0.65 - 1.42  
Makes appointment to see nurse    <0.01 
   No/ N/A 1.00 -  
   Yes 2.23 1.26 - 3.96  
Consultation type   0.03 
   Preventive health care 1.00 -  
   Chronic disease management 2.10 1.00 - 4.41  
   Clinical care 1.20 0.77 - 1.87  
GPN continuity    0.01 
   Never 1.00 -  
   1-5 times 1.58 1.05 - 2.40  
   ≥ 6 times 2.31 1.33 - 4.00  
Duration   <0.01 
   1 to 5 minutes 1.00 -  
   6 to 10 minutes 1.04 0.63 - 1.73  
   11 to 15 minutes 1.53 0.88 - 2.66  
   > 15 minutes 2.50 1.43 - 4.35  
Nursing scope of practice & autonomy   0.04 
   Narrow scope, low autonomy 1.00 -  
   Broad scope, high autonomy 1.75 1.09 - 2.82  
   Broad scope, low autonomy 0.87 0.50 - 1.52  
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8.5.2 Patient enablement 
General practice variables and patient enablement 
Results of the univariate regression analyses of general practice variables with 
patient enablement are shown in Table 32. Two variables were eligible (p ≤ 0.20) 
for inclusion in the MLM (Nursing scope of practice and autonomy and Team 
meetings). As before, Nursing scope of practice and autonomy was retained for 
inclusion in the MLM.  
Table 32: Results of univariate logistic regression of the relationship between patient 
enablement and general practice variables 
Variable 
N more 
satisfied/ Total 
N 
% more satisfied 
(95% CI) 
OR 95% CI p value 
Implementation of the nursing role    <0.01 
 Narrow scope, low  
 Autonomy 
99/284 35 (0.29 – 0.42) 1.00 -  
 Broad scope, high 
 Autonomy 
112/228 49 (0.43 – 0.55) 1.77 1.24 - 2.54  
 Broad scope, low 
 Autonomy 
78/159 49 (0.41 – 0.57) 1.78 1.19 - 2.69  
Practice supported 
education  
    0.63 
   No 128/298 43 (0.39 – 0.49) 1.00 -  
   Yes 168/373 45 (0.40 – 0.51) 1.08 0.79 - 1.47  
Team meetings      0.01 
   No 145/373 39 (0.34 – 0.45) 1.00 -  
   Yes 146/298 49 (0.44 – 0.54) 1.48 1.09 - 2.02  
 
The MLM included 626 complete case analysis observations (Table 33). The MLM 
as a whole was significantly better than the one that included only first level 
variables (χ2 = 0.01).   
Patient and GPN consultation variables 
The relationships between the level 1 (GPN consultation) variables and patient 
enablement were similar to those reported in the previous model (without the 
addition of the Nursing scope of practice and autonomy variable), with some 
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differences in the size but not the direction of the effect. As reported previously, 
patients whose consultations were 11-15 minutes or longer than 15 minutes 
(rather than 1-5 minutes) and patients whose consultations were for clinical care 
or chronic disease management (rather than preventive care) were more likely to 
be more enabled. 
After adjusting for patient and nurse consultation characteristics, patients who 
attended practices where nurses worked with broad scopes of practice and high 
levels of autonomy were more likely to be more enabled than those who attended 
practices where nurses worked with narrow scopes of practice and low levels of 
autonomy, with the odds 2.56 (CI: 1.40-4.68) higher for practices where nurses 
worked with broad scopes of practice and high levels of autonomy.  
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Table 33: Characteristics associated with patient enablement for 626 patients 
nested within 21 general practices 
 
Full integrated model 
(null model plus Level 1 & 2 
variables) 
 
 
OR 95% CI p value 
Age   0.83 
   25-44 years 1.00 -  
   0-24 years 0.94 0.54 - 1.66  
   45-64 years 1.01 0.61 - 1.67  
   ≥65 years 0.85 0.52 - 1.39  
Gender   0.94 
   Male 1.00 -  
   Female 1.10 0.77 - 1.57  
Consultation type   <0.01 
   Preventive health 1.00   
   Chronic disease management 2.64 1.32 - 5.30  
   Clinical 1.90 1.21 - 2.99  
How many times patient has seen this 
nurse before 
  0.10 
   Never 1.00 -  
   1-5 times 1.51 1.00 - 2.29  
   ≥6 times 1.60 0.94 - 2.72  
Consultation duration    <0.01 
   1-5 minutes 1.00 -  
   6 to 10 minutes 1.21 0.71 - 2.04  
   11 to 15 minutes 1.78 1.02 - 3.10  
    > 15 minutes 2.55 1.45 - 4.50  
Nursing scope of practice & autonomy    <0.01 
   Narrow scope, low autonomy 1.00 -  
   Broad scope, high autonomy 2.56 1.40 - 4.68  
   Broad scope, low autonomy 1.62 0.80 - 3.30  
 
8.5.3 Summary 
This first stage of integration has met the first objective of the ACTPESS, to 
quantify the strength of association between GPN consultation characteristics and 
general practice characteristics and patient satisfaction and enablement. 
The strength of association between patient and GPN consultation characteristics 
and patient satisfaction has been described. Continuity of GPN, Consultation type 
and Duration of consultation were significantly associated with patient satisfaction. 
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The strength of association between patient and nurse consultation characteristics 
and patient enablement has been described. Consultation type and duration of 
consultation were significantly associated with patient enablement. 
The strength of association between general practice characteristics and both 
quality outcomes has been described. The variable Nursing scope of practice and 
autonomy was significantly associated with both patient satisfaction and 
enablement. 
8.6 Stage 2: Integrated analysis of general practice and nurse 
consultation influences on patient satisfaction and enablement 
In this second stage of integration, the integrated findings from the first stage will 
be compared with the model, developing enabling health care partnerships between 
nurses and patients in general practice, theorised from the qualitative component 
of the study (Table 34). The aim is to clarify cross-inference consistency [296] and 
enhance understanding of significance between quantitative and qualitative 
findings at the GPN consultation level, and to contextualise these findings in terms 
of general practice characteristics associated with patient satisfaction and 
enablement. This search for consistency and contiguity continued the thread of 
critical realism through the study. 
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Table 34: Specification of general practice, patient and nurse consultation characteristics 
for comparison and final integration to inform the development of meta-inferences 
 Integrated findings Stage 1 Qualitative findings: Developing 
enabling health care partnerships 
between patients and nurses in 
general practice 
Outcome 
variable 
Associated with 
patient satisfaction 
Associated with both 
quality outcomes 
Associated with patient 
enablement 
 
 
Patient and 
GPN 
consultation 
variables 
 
Patients’ self-rated 
health status  
 
Patients’ age 
Consultation type 
(Clinical care, Chronic 
disease management) 
Patients 
- health condition  
- pre-existing enablement 
 
 
 
 
Continuity 
(How many times 
patients have seen 
this GPN before) 
 
 
 
Continuity 
(Patients making 
appointments with 
a particular nurse) 
 
 
 
 
Duration of 
consultation 
 
 
 
 
 
 
 
Triggering an enabling health care 
partnership 
- Time 
- Developing rapport 
- Establishing two-way trust  
 
Tailoring care in enabling health 
care partnerships 
- Collaborative decision-making 
  
Scaffolding 
- Recall 
- Follow-up 
 
The ‘Just right’ nurse  
- Listening to and watching patients 
- Trusting patients’ self-knowledge 
-Guiding and suggesting 
 
General 
practice 
variables 
 Nursing Scope of 
practice  
and Autonomy 
Triggering an enabling health care 
partnership 
- Establishing a baseline from which 
the journey will begin  
Tailoring care in enabling health 
care partnerships 
- Time 
- Contextualising care to promote 
independence 
 
Scaffolding activities  
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The model developing enabling health care partnerships between patients and 
nurses in general practice focussed on patient enablement; however, it was 
apparent that the characteristics identified in this model, duration of consultation 
and consultation type, were also associated with patient satisfaction. Reflection on 
this coupled with the fact that all patients who completed the PESS reported that 
they were satisfied with GPN care, whilst approximately two-thirds reported 
enablement levels, led to the following analysis. The achievement of patient 
enablement does not occur in isolation; it involves the parallel development of 
patient satisfaction. It was further extrapolated that patient satisfaction might be a 
prerequisite for patient enablement. With this in mind, these integrated findings 
informed a second iteration of the model, which was renamed Developing a 
positive patient experience with nurses in general practice: an integrated model of 
patient satisfaction and enablement (Figure 13). 
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GPN Continuity  
Triggering a partnership 
Time 
Building rapport 
Establishing two-way trust 
Triggering the idea of uniqueness 
Engendering trust in the health care 
team 
Establishing a baseline from which 
the journey will begin 
Tailoring care 
Time 
Contextualising care to promote 
independence 
Collaborative decision-making 
Duration of consultation  
Nursing scope of 
practice and autonomy 
 
 The ‘Just Right Nurse’ 
Listening, watching,  
Trusting patients’ self-
knowledge 
Guiding & suggesting 
Patients  
Health condition,  
Pre-existing 
enablement 
Patient  
Satisfaction 
Patient  
Satisfaction 
Patient Enablement 
Patients increased 
understanding of their 
unique health needs 
Scaffolding activities  
 Following up      Recall      Education     
Nurses clear on scope of practice 
 
Characteristics 
P
R
O
C
E
S
S
 
   
 O
U
T
C
O
M
E
S
 
Patient Enablement 
Patients increased 
understanding of their 
unique health needs 
informs their health 
seeking behaviours and 
choices 
Patients more confident in 
taking an increased lead in 
the partnership, seeking 
choices in their care 
Patients get the health 
care they need 
Factors 
Process  
Outcomes 
Factors and Part of Process 
Figure 13: Developing a positive patient experience with nurses in general practice: an integrated model of patient 
satisfaction and enablement 
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8.6.1 Developing a positive patient experience with nurses in general 
practice: an integrated model of patient satisfaction and enablement 
Triggering a health care partnership 
Characteristics identified in the foundational stage, triggering a health care 
partnership, facilitated the development of both patient satisfaction and 
enablement. The importance of time in nurse consultations, identified in the 
qualitative component, was substantiated by the significant association between 
duration of consultation and both quality outcomes identified in the quantitative 
component of the study. Patients referred to the way in which their capacity to talk 
and develop rapport was enhanced through the availability of nursing time. GPNs 
valued the capacity time gave them for listening to and watching patients, 
developing rapport as well as an understanding of their unique health care needs, 
in order to establish a baseline from which the health care journey could begin. 
Broad scopes of nursing practice fostered nurses’ professional capacity for insight 
into patients’ health care needs and enhanced their ability to work with patients in 
determining care pathways. Evident in the findings was the way in which practices 
supporting GPN education and training (significantly associated with broad scope 
of practice and autonomy) fostered development of GPNs’ clinical skills and 
knowledge and capacity to run nurse-led clinics. In keeping with this was the 
finding that consultations for clinical care and chronic disease management were 
significantly associated with patient satisfaction and enablement. Broad scopes of 
nursing practice accompanied by high levels of autonomy were also a source of 
patients’ sense of trust in the partnership, and in the health care team, making the 
health care journey seem possible. 
With patients at the centre of the consultation, the laying of foundations in the first 
stage of the process, triggering a health care partnership, involved the interplay of 
four key characteristics: duration of consultation, continuity, nursing scope of 
practice and autonomy, and the just right nurse. The actions and interactions 
underpinning these characteristics resulted in the development of patient 
satisfaction and the initial manifestation of patient enablement (patients 
understanding their unique health needs). A feedback loop underpinned the two 
stages of the process. Ongoing development of rapport and trust were integral to 
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the whole process, as was patients’ and GPNs’ response to changing needs, 
enhancing their ability to contextualise care appropriately.  
Tailoring care in health care partnerships 
The two quality outcomes were further differentiated at the next stage of the 
process, through the tailoring of care to individual needs, in particular for patients 
receiving chronic disease management and ongoing care for clinical conditions. 
Consultation type often determined patients taking this next step, as did 
understanding of their unique health care needs, which made the step to this 
second stage of the process seem possible. Actions and interactions at this stage 
were more specifically directed at and associated with patient enablement; 
however patient satisfaction was associated with characteristics that fostered 
enablement.  
This stage was distinguished by contextualising care to promote independence, 
again facilitated by duration of consultation and enhanced by continuity of GPN. 
Some patients took the lead in facilitating continuity through making appointments 
to see a particular nurse. The capacity for patients and nurses to collaborate in 
decision-making was enhanced by continuity of GPNs and the two-way trust 
developed between patients and nurses. This trust was enhanced by empathetic 
behaviours characterised by the just right nurse; listening to and watching patients, 
trusting patients’ self-knowledge, and guiding and suggesting as opposed to 
directing patients. When nurses described these behaviours they described them 
in terms of gaining a comprehensive picture of patients’ health conditions and the 
context of these in their lives, supporting their capacity to build enabling health 
care partnerships with patients. When patients described these behaviours they 
expressed appreciation of the way the nurses listened so carefully and respected 
their understanding of their health conditions. Patients were highly satisfied with 
these behaviours, which were a trigger for them to continue building the 
partnership and made the health care journey seem possible. Hence, the 
behaviours characterising the just right nurse were associated with satisfaction 
from the patients’ perspective and an incentive to continue on the health care 
journey towards enablement. From the nurses’ perspective these behaviours were 
the key to developing enabling health care partnerships with patients. 
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Broad scopes of practice and high levels of autonomy enhanced tailoring care, 
informed by specialist nursing knowledge and skills supported in practices that 
understood the potential of these GPN roles. GPNs in these practices optimised the 
use of scaffolding activities supporting appropriate care pathways (education 
needs, referral pathways, recall and follow-up).  
8.7 Validity of integration 
Onwuegbuzie and Johnson [297] define types of legitimation related to combining 
inferences from qualitative and quantitative research. Inferences refer to the 
findings from each component of a mixed methods study; whereas meta-
inferences refer to the final outcomes, which result from the integration of all 
study components [298]. These categories were applied as measures of the 
validity of the major findings of this study: the model, developing a positive patient 
experience with nurses in general practice; an integrated model of patient 
satisfaction and enablement. The application of these measures is presented in 
Appendix 19. 
8.8 Summary 
This second stage of integration has met the third objective of this study, to gain 
contextual insight into general practice and nurse consultation structures and 
processes influencing the development of patient satisfaction and enablement. 
General practice and GPN consultation structures and processes underlying the 
associations identified in the first stage have been described and contextualised in 
terms of these variables. The approach taken to integration of the two study 
components and the development of meta-inferences has met with measures of 
validity as described by Onwuegbuzie and Johnson [297]. 
The final objective, to discuss the relevance and implications of these findings for 
individuals, general practice as an organisation and Australian health care policy, 
will be met in the next chapter (Discussion) of this thesis. 
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Chapter Nine: Discussion 
9.1 Introduction 
What is the relationship between general practice and nurse consultation 
characteristics and patient satisfaction and enablement arising from nursing care 
in general practice? The findings from this study have answered this question 
through identifying significant associations between Duration of GPN consultation, 
Continuity of GPN, Making appointments to see a particular GPN, Nursing scope of 
practice and autonomy, and Consultation type and these two key quality outcomes. 
The associations between Duration of consultation and Continuity of GPN and 
patient satisfaction and enablement are unsurprising and in line with the findings 
from previous research in this field; however, some findings are new. In particular 
the identification of a significant association between Nursing scope of practice and 
autonomy, and Consultation type and both quality outcomes, and the value of 
patients Making appointments to see a particular nurse being significantly 
associated with patient satisfaction, further strengthen our understanding of the 
value of continuity of GPN care.  
Each of these findings will be discussed individually in the context of the current 
literature in this field. They will then be discussed within the context of the central 
process identified in this study: developing a positive patient experience with nurses 
in general practice: an integrated model of patient satisfaction and enablement.  
Three novel and incidental findings also emerged from this study. First is the 
description of behaviours characterising the ‘just right nurse’. These behaviours 
will be discussed in light of the current literature and in the way they augment the 
provision of quality health care.  
Second is the interconnection between patient satisfaction and enablement. These 
quality outcomes have been researched and discussed separately in previous 
studies and similarly, in the two components of this study, they were examined as 
separate outcomes. The value of mixed methods research is highlighted, through 
the revelation of the interconnectedness of these two key quality outcomes during 
the process of integration. Whilst in the first instance they will be discussed as 
separate outcomes in terms of their associations with individual characteristics, 
the discussion will also focus on their interconnectedness and how this plays out 
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in terms of the processes and care provided in GPN consultations and in the 
general practices included in the ACTPESS. 
Third, an understanding of the value of implementing broad scopes of nursing 
practice coupled with high levels of autonomy, and of the interconnection between 
patient satisfaction and enablement, pre-empted the distinction between ‘enabling’ 
and ‘less-enabling’ general practices. The findings will be discussed in the context 
of these practices. This context gives life to the findings, providing a guide to clear 
and practical implementation of nursing roles in general practice, fostered by 
interprofessional teamwork, a shared vision of patient-centred care and, as such, 
the achievement of quality outcomes for patients. 
Before discussing the findings, the strengths and limitations of the ACTPESS will be 
described in terms of the capacity to generalise these findings to other populations 
as well as their relevance in terms of the dynamic nature of general practice 
organisations and the evolution of general practice nursing over time.  
9.2 Study limitations and strengths 
9.2.1 Quantitative component 
This study has a number of strengths related to its design. It is the first study to 
examine the association between GPN care and patient enablement in Australia 
and internationally. It is the first study to examine the relationship between 
general practice characteristics and patient satisfaction arising from nursing care 
in Australia and internationally. It is the first study examining patient satisfaction 
with GPN care in Australia to account for clustering in general practices through 
the use of multilevel modelling.   
There are several limitations to be borne in mind when interpreting the findings of 
this study. The study’s cross-sectional nature limited the capacity to assess 
potential causal relationships between general practice and consultation 
characteristics and quality outcomes; one strength of prospective longitudinal 
studies [178, 190].  
Assessment of the assumptions of normality, linearity and homoscedasticity 
addressed theoretical and practical issues for linear regression analyses. The use 
of logistic regression analyses avoided the increased potential for Type I error 
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associated with skewed distributions; however, this approach also results in a loss 
of information in terms of coefficients. Comparison of the results using logistic and 
linear regression analyses (Appendix 16) demonstrated that the results were 
similar using each method.  
Recruiting general practices to participate in research in Australia is a known 
challenge, with response rates in some studies as low as 3.1% [299]  and 4% [300]. 
The response rate of general practices in this study (37.7%) was facilitated by the 
use of methods known to maximise GP response rates: follow-up by telephone, 
addressing the initial recruitment letter to the practice manager, personal contact 
with either GP principals or practice managers and multiple reminders [301]. 
However, as described in Chapter Five, the response rate between practices varied 
and on analysis response rates of 50% or higher might have indicated that more 
satisfied patients were more inclined to complete a survey.  
The individual participant response rate of 42% in this study compares well with 
the 43% and 39.3% response rates respectively of previous Australian research 
[145] and with the first study using the UK GP Patient Survey (43%) [147]; at the 
same time, it does not compare as well with that reported in other international 
studies: 74.9% [243], 70-73% [178], 87% [185], 78% [175], 48-68% [132], 55% 
[302].  However, a low response rate does not necessarily indicate the presence of 
response-bias [303]. 
Sixty one practices that employed GPNs were invited to participate and of these 23 
agreed to take part, two of which withdrew. No information was available about 
general practices that did not participate. As such, it was not possible to compare 
models of care in terms of the way in which GPN roles had been implemented 
between participating and non-participating practices. This is a weakness of this 
study.   
No information was available about non-responders; however, it is possible that 
those who did respond were more satisfied or enabled than those who did not [42, 
147]. This potential source of selection bias could be evident in the skewed 
distribution of patient satisfaction data [147]; however, this was not evident in the 
patient enablement data. Additionally, patients who completed the survey might 
be more literate and accustomed to completing forms [147]. However, there is no 
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reason to believe that the internal associations would change with the inclusion of 
non-responders [304]. For example, there is no reason to believe that the 
associations between Duration of consultation or Continuity of GPN would be 
different for non-responders than responders. 
While the intention and protocols stated that surveys were distributed 
consecutively, this did not always occur. Poor compliance by reception and nursing 
staff with these protocols was generally put down to the busy nature of general 
practice. This is not uncommon in general practice research [42]. This and the fact 
that 58% did not participate increases the potential that the remaining sample was 
no longer a true random sample. There is no way of establishing this in this study.  
Patient experience surveys in general practice are distributed in a number of ways: 
by administrative staff [39, 42, 132]; by post [38, 141, 142]; and by researchers in 
waiting rooms [174, 175, 197, 305]. In addition to these methods, the involvement 
of GPs in survey distribution has precedence [178, 185]. The original intention to 
have surveys distributed by reception staff was aimed at diminishing the potential 
for bias in this study; however, this method was not successful in all practices.  
The distribution of surveys directly from GPNs to patients presented a potential 
source of response bias (by patients, who might have felt obliged to provide 
positive feedback about the GPN they had seen) and selection bias (by nurses 
distributing the survey to patients they believed might be more satisfied or 
enabled than others). The provision of a protocol instructing GPNs to distribute 
surveys to consecutive patients and to clearly state that they, nor other members 
of the practice staff, would not see the completed surveys and that patients’ 
participation would have no impact on their therapeutic relationship, was aimed to 
diminish this potential bias. An additional source of bias was due to the potential 
for patients to feel constrained in their responses, concerned that these might be 
seen by the GPNs or other practice staff [42, 145, 306]. While patient satisfaction 
scores were generally high, this potential source of bias was not evidenced by 
overall high enablement scores. 
The capacity for one researcher to distribute surveys was limited due to the 
number of practices included in the study and the fact that most practices 
preferred to distribute the surveys themselves. Having GPNs distribute the surveys 
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was a final option to ensure adequate recruitment. Out of the 21 participating 
practices, in five, surveys were distributed by GPNs alone, in seven by reception 
staff alone, and in the remaining nine they were distributed by a combination of 
reception staff and GPNs. Hence, this potential source of bias was not present in 
the whole sample. 
The potential sources of selection bias described above (absence of non-
responders and GPNs distributing surveys) might have resulted in a larger 
proportion of participants reporting that they were satisfied or very satisfied in 
this study.   
Patient satisfaction scores have been found to be higher for patients who complete 
surveys in the general practice as opposed to returning them by post [144]. These 
researchers advise an awareness of this when interpreting patient satisfaction 
data. However, there is also the potential for recall bias when participants 
complete surveys later and return them by post. In my study, 46% were deposited 
in the sealed boxes in general practice waiting rooms and 54% were returned by 
post.  
Regression equations are sensitive to the combinations of variables included in 
them. Potential limitations associated with collinearity were minimised through 
establishing collinearity between independent variables. This ensured that the 
smallest, optimal set of known variables was included in the models [254]. 
However, potential confounding variables that were not included in this study 
were ethnicity, socio-economic status, education and income.  
A total of 3% of data were missing for patient enablement and satisfaction. The 
highest non-response rate within the independent variables in this study was 4% 
(patients’ age). Hence, the amount of missing data was insufficient to introduce 
bias [226] or to impact the power of the study [307]. This low rate of missing data 
also indicated that the completion of the survey was not a burden for participants 
[261].  
The way in which patients’ health conditions were classified in this study limited 
the capacity to enumerate the specific nature of those categorised as ‘clinical care’ 
— wounds, injections, blood tests — into chronic or acute and episodic care. 
Attention to this element of the survey design would improve the accuracy of 
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insight into associations between consultation type and patients’ experiences of 
quality. 
Amongst the strengths of this study was the use of the PESS, which was developed 
and validated to measure patients’ satisfaction and enablement arising from 
nursing care in Australian general practice [35]. There are other available tools 
that also measure these, including the General Practice Assessment Questionnaire 
[246] and the Patient Experiences in Primary Healthcare Survey [248], although 
these tools have been validated for use measuring the outcomes of care provided 
by doctors, nurses and primary health care teams. The PESS was validated for 
measuring these outcomes of nursing care alone. It was further refined and 
strengthened through the pilot of the survey [38], which along with a literature 
review informed the development of additional questions to inform this current 
study. The internal consistency of the PESS was established in this study (mean 
Cronbach’s =0.92 for both scales), providing further evidence of its validation. 
Further refinement of the PESS through factor analysis would be of benefit. 
Roost et al [265] questioned the applicability of the PEI for the general population 
and suggested it might be more suitable for patients with specific conditions, such 
as chronic or complex diseases. The questions most frequently considered ‘not 
applicable’ in Roost et al’s [265] study were “able to cope with life?” and “able to 
keep yourself healthy?”. When applying and validating this scale for inclusion in 
the PESS, the first of these questions (“able to cope with life?”) was removed due to 
patients’ feedback that they did not believe it was relevant [35].  
There are a number of tools available that measure patients’ capacity to manage 
their health, some of which might be considered a more comprehensive measure 
of patient self-management than patient enablement. These include the Patient 
Assessment of Care for Chronic Conditions (PACIC) [308], the Patient Activation 
Measure [309], and the Patient Partnerships in Care (PPiC) [310]. These surveys 
have a number of different foci, including patients with long-term conditions 
(PPiC) and chronic disease (PACIC), and partnerships between health care 
providers and patients (PPiC). Future research examining improvements in patient 
self-management arising from nursing care using these tools would add to the 
body of knowledge in this field.   
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Patient enablement fosters patients’ capacity for self-management; however, other 
factors are at play in this relationship, including patients’ socio-economic 
deprivation [311], which was not measured in this study. Nurses did however 
refer to the value of MBS rebates for visits to allied health professionals. The cost 
of allied health care can be substantial and, as such, these are important in 
improving patients’ access to these health providers. The number of these 
available for patients each year remains at five; an increase of which could 
enhance the effectiveness of team care for many patients with chronic diseases 
[312].  
9.2.2 Qualitative component 
One of this study’s strengths was use of grounded theory. This inductive approach 
to data generation and analysis afforded the opportunity of allowing the data to 
inform the process of discovery without needing to fit into a preconceived mould 
developed from the literature [313]. In line with this, the grounded theory 
approach allowed the use of an open mind in terms of theoretical sampling. As 
described in Chapter Five, regular supervisory meetings supported reflexivity and 
the rigour taken with this approach. The resulting development of the model, 
Developing enabling health care partnerships between patients and nurses in 
general practice, was the result of this process of discovery. 
The absence of GPs’ voices in this study limited the capacity to gain their insight 
into GPN roles and approaches to teamwork. This was largely due to the time and 
personnel limits of the study, but also reflected the primary interest of gaining 
patients’, GPNs’ and practice managers’ insights into the implementation of GPN 
roles and examination of GPN consultations. The quality framework used to frame 
this study provides insight into the complexity of general practice. This study has 
examined one piece of this complex puzzle and provides a foundation upon which 
the design of future studies examining the outcomes of care in general practice can 
be built. The voices of all health providers can inform these studies. 
The implication that behaviours characterising the ‘just right nurse’ represented 
empathy flagged the value of measuring this as an independent variable. The 
inclusion of a tool to measure the relationship between empathy and patient 
196  
satisfaction and enablement arising from GPN care could strengthen future 
studies.  
9.2.3 Mixed methods 
The main strength of this study lies in the use of mixed methods; quantitative 
methods to gain insight into the strength of associations between characteristics 
and quality outcomes, and qualitative methods to gain deeper insight into, and to 
contextualise, these associations.  
The ACTPESS data were examined and analysed from a critical realist position. 
This standpoint has the advantage of acknowledging the equal value of both 
objective and subjective aspects of knowledge [234]. In line with this, insight was 
gained into associations underlying social structures and processes in the general 
practices in this study. Coupled with an appreciation of the central place of process 
in creating and experiencing these aspects of reality[234] , this philosophy 
enhanced the value of the mixed methods design in fostering deeper levels of 
understanding and, through this the ability to draw useful conclusions, through the 
examination of a phenomenon using a variety of methods [215-217]. This was 
demonstrated in, developing a positive patient experience with nurses in general 
practice: an integrated model of satisfaction and enablement.  
This study has captured a snapshot of nursing care in 21 general practices during 
an eight month period of time, operating within a particular funding mechanism, 
the PNIP. Patient enablement arising from GPN care has not been examined within 
previous policy and funding structures. This study provides a good point of 
comparison for future research examining this quality outcome. Since the study 
was conducted, the nursing staff has changed in half of these practices, a reflection 
of the somewhat transitory nature of general practice nursing. Hence, the results of 
the same study in these same practices might be considerably altered if conducted 
again now.  
The dynamic relationships within general practice teams influence patients’ 
journeys. The majority of GPs in this study were female as were the GPNs. The 
impact of gender within general practice teams has not been examined, yet may 
have an impact on team dynamics and patients’ experiences.  
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Prior to working in general practice the nurses in this study had trained and 
worked in a nursing culture anchored in the tertiary health care sector. The profile 
of GPNs in the future might be of a younger workforce, many of whom have 
worked in general practice as post-graduates and developed their professional 
identities in this sector. We are yet to see the impact this might have on the quality 
of care experienced by patients. However, this vision for general practice nursing 
will require a greater shift toward primary health care nursing in undergraduate 
courses accompanied by the delineation of career pathways for nurses in general 
practice.  
These strengths and limitations of the study need to be kept in mind when 
considering the discussion of the findings to follow in this chapter.   
9.3 Demographics of sample compared with population in Australia 
The average age of nurses in this study, 45.11 years, was consistent with the age of 
nurses nationally, 44.6 years [314]. However, the cohort in this study was  younger 
than the largest age category of nurses in general practice in 2012, 50-59 years 
[67]. All 50 nurses in this study were female, which is in keeping with the national 
profile of the GPN workforce, in which more than 97% of the workforce [67] are 
female. Of the 158 GPs in this study, 93 (59%) were female, greater than the 
national figure of 40.8% [315].  
In comparison with an average of 2.88 nurses per general practice in 2012 [67], 
there was an average of 2.37 nurses per practice in this study. The corresponding 
average full-time equivalent (FTE) hours worked by these nurses (based on 38 
hours per week) was an average of 1.42 FTE hours in each practice, marginally less 
than the 1.49 FTE hours worked by nurses in general practice nationally in 2012 
[67]. One third of the practices employed one nurse, one third employed two and 
one third employed three or more nurses, similar to the frequency distribution for 
nurses per practice in Australia in 2012 [67:12].  
The GP:GPN ratio (headcount) in this study was 3.72 GP:1 GPN, greater than the 
national ratio of 1.78 GP: 1 GPN reported in 2012 [67]. However, when considered 
in terms of full-time equivalent (FTE) GPs and GPNs, the ratio was 2.44 GPs: 1 GPN, 
slightly lower than the figure reported nationally in 2012 of 2.26 FTE GP: 1 FTE 
GPN [67], again indicative of a larger number of part-time GPs in this sample.  
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Given the similarities with the sample included in this study with the national GPN 
and GP workforce, as far as workforce assumptions go, the findings can be 
generalised to this population. 
9.4 Patient satisfaction and enablement 
As previously described in chapter four, the Likert scale structure of the 
satisfaction section of the PESS means that if a participant reports ‘agree’ to all 15 
questions (indicating that they are satisfied with that element of care), they would 
attain a score of 60/75; each point higher than this indicates that a participant has 
reported ‘strongly agree’ to one or more questions, indicating they are very 
satisfied with this element of care. If a participant reports ‘agree’ to 11 questions 
and ‘uncertain’ to four, they would attain a score of 56/75. With this in mind, the 
median and mean scores of 63 and 61.62 respectively indicated that most patients 
were satisfied with the care they received from GPNs. This finding is in keeping 
with previous studies that have found that overall patients are satisfied with GPNs 
[38, 39, 42].  
In this study 39% of participants reported zero enablement. The assumption was 
made that for these patients enablement was not a required or relevant outcome. 
The median and mean patient enablement scores were 2.25 and 3.39 respectively. 
Participants who reported ‘more’ or better’ to each question would attain a score 
of 5/10 and reporting ‘much more’ or ‘much better’ in each box would achieve a 
score of 10/10. Whilst a combination of these responses would be expected and 
would achieve a variety of scores, these scores indicate that the majority of 
patients reported that they were ‘more’ or better’ enabled for 2 to 4 questions of 
the survey. 
9.43.1 Characteristics significantly associated with patient satisfaction and 
enablement  
GPN Consultation characteristics  
The consultation and the way it is organised is central to patients’ experiences 
[141]. While other factors might influence quality outcomes, the interactions 
between health providers and patients are fundamental to service delivery [156]; 
hence it is in the consultation where health care providers make the most 
difference [316]. After accounting for patient characteristics, four consultation 
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characteristics (consultation type, duration of consultation, continuity of GPN and 
making appointments to see a particular GPN) were significantly associated with 
patient satisfaction and enablement. 
Consultation type (health condition) 
Patients whose consultations were for chronic disease management were more 
likely to be more satisfied and more enabled than those whose consultations were 
for preventive health. Similarly, patients whose consultations were for clinical care 
were more likely to be more enabled than those receiving preventive health care. 
Halcomb and colleagues [41] found no significant association between patients’ 
presenting condition and patient satisfaction. The only other available evidence 
regarding the relationship between consultation type and patient satisfaction and 
enablement is from the UK, where patients with multimorbidity or long-standing 
illnesses or disabilities consulting with GPs reported lower enablement scores 
than those with acute, episodic conditions [165, 185]. The different reference 
groups in these studies means the results cannot be compared.  
The capacity for nurses to take on chronic disease care planning and management 
is valued in many general practices. Chronic disease management and care 
planning requires considerable time as can wound care, which comprised 14% of 
conditions categorised as ‘clinical care’. Similarly, blood tests comprised 15% of 
conditions categorised as ‘clinical care’, many of which were for INRs 
(International Normalised Ratio, used to monitor the anticoagulant effects of 
warfarin) and other tests often associated with chronic or long-term health 
conditions. Fifteen percent of ‘clinical care’ was made up of adult vaccinations, 
perhaps indicating that patients’ reports of satisfaction and enablement associated 
with these were related to appropriate education provided at the time of service, 
previously found to be of value to patients [38].   
These findings suggest that patients suffering from chronic diseases can derive 
particular benefit from nursing care in conjunction with medical care. Patients 
with multiple chronic conditions require more time in consultations [317], found 
in this and previous studies to be a treasured nursing commodity [39, 43, 80, 92]; 
enhancing opportunities for doctors to use their time to care for patients with 
acute or more complex needs. This evidence provides insight into the way in which 
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complementary roles of GPs and GPNs can be developed to foster improved quality 
outcomes for patients.  
Time 
Patients whose consultations were of more than 15 minutes duration were more 
likely to be more satisfied and more enabled than those whose consultations were 
from 1 to 5 minutes duration. This association persisted when other factors, 
including age, gender, self-rated health, long-term illness or disability, health 
condition and continuity were accounted for, which is in contrast with previous 
research [148]. This provides the first evidence of this significant association 
arising from consultations with GPNs.  
The development of interprofessional teams in general practice, including nurses, 
has addressed doctors’ concerns and dissatisfaction arising from having 
insufficient time to provide the level of patient care they feel is required [318]. 
While time is important, it is the way it is used that is of the essence [152, 316, 
319]. Lemon [316] believes that time is the “all-encompassing variable” on which 
other factors associated with patient satisfaction are dependent; it is the time in 
consultation that exposes patients to underlying mechanisms of patient 
enablement and empowerment. Understanding how to optimise time in 
consultations is crucial to this. Highlighting the value of mixed methods research, 
these mechanisms are clearly described in the model, developing a positive patient 
experience with nurses in general practice, which will be discussed later in this 
chapter. 
The length of consultation in this study was reported by patients, rather than 
measured by an objective observer. Other studies examining time in consultation 
used quantified measures of time as well as patient perceptions [156]. Previous 
research found that patients’ perceptions of consultation length were influenced 
by their perceptions of quality and by patients’ mood [152, 320]. Patients’ 
perceptions of time use can also be related to their inability to build on previous 
consultations, influenced by continuity [152]. These same researchers found that 
patients who were more satisfied with their care reported longer consultations 
than actually took place [152]. However, the mean over-estimation of consultation 
time was 1 minute 43.2 seconds, which in terms of this current study might not 
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have had a significant impact on the findings. The relationship between continuity 
and time was not measured in this study. Future studies examining this variable 
would be strengthened through using actual time measurements as opposed to 
patient-reported measurements of time. 
Continuity 
In this study, the value of continuity of care provided by a particular GPN was 
highlighted through the finding that there was no association between how often 
patients had seen a nurse (any GPN) at the general practice and patient 
satisfaction and enablement (“How often have you seen a nurse at this practice in 
the past 12 months?”); however there was a significant association between 
continuity of care by a particular GPN and patient satisfaction (“How often have 
you seen this nurse before?”). Patients who had seen this particular nurse 1-5 
times and > 6 times were more likely to be more satisfied than those who had 
never seen this nurse before.  
Further evidence of the importance of continuity of GPN was evidenced by the fact 
that those who acted on their preference to see a particular nurse, through making 
an appointment to see a that nurse, were more likely to be more satisfied than 
those who did not.  
Of the 102 patients who stated they had a preference to see or speak to a 
particular nurse, 66 (65%) acted on this preference and made appointments to see 
that nurse. While it is usual for patients to make appointments to see particular 
GPs, this is not the usual approach to seeing GPNs, clearly indicated by the fact that 
of the 678 participants in this study only 66 (10%) made appointments to see a 
particular nurse. This might be due to a trade-off between seeing the nurse of 
choice and coordinating the appointment to also see the patient’s doctor of choice 
at the same appointment. Developing within-practice systems, such as particular 
doctors and nurses working together (the same days and hours), might address 
this. Continuity could also be facilitated through involving reception staff  [321] in 
the promotion of relational continuity with nurses as they do with doctors; asking 
patients if they would like to see a particular nurse in the same way as they would 
ask them which doctor they would like to see.   
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Continuity of care is a fundamental and core value of general practice [321-324], a 
predictor of quality [293] and a known predictor of satisfaction with medical care 
[128, 141, 145, 155]. These findings add to previous qualitative research 
emphasising the value of ongoing relationships between patients and GPNs in 
achieving patient satisfaction [40, 43] and more recent studies of GPN 
consultations in New Zealand associating continuity of GPN care with patient 
satisfaction [39]. 
Whilst the association between continuity of GPN and patient satisfaction persisted 
when controlling for patient characteristics, it is important to consider the needs 
of all patients when introducing new models of care. Older patients value 
relational continuity with their GPs more than do younger patients [325] and are 
more comfortable receiving nursing care when they can also have contact with 
their doctor at the same appointment [326]. Processes that facilitate shared 
continuity could optimise quality outcomes for this cohort of the community.  
Further discussion of continuity of GPN will assume the understanding that 
patients making appointments to see a particular GPN is encompassed in the 
understanding of continuity. 
General practice characteristics 
Nursing Scope of practice and autonomy 
Patients who attended practices where GPNs worked with broad scopes of practice 
and high levels of autonomy were more likely to be more satisfied and more 
enabled than their counterparts who attended practices where GPNs worked with 
narrow scopes of practice and low levels of autonomy. These findings provide the 
first evidence of a significant association between nursing scope of practice and 
autonomy and key quality outcomes, specifically patient satisfaction and 
enablement.  
Whilst nursing scope of practice and autonomy is treated as a general practice 
variable in this study, it incorporates individual GPN and organisational level 
characteristics. At the individual level, it captures GPNs’ willingness and capacity 
to build and enhance scope of practice and accompanying autonomy. At the 
organisational level it captures willingness and actions taken to optimise the 
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capacity of nurses within the general practice team, actively supporting them 
through education and team meetings.  
There is increasing acknowledgement internationally of the need for nurses (as 
well as all clinicians) to practice to the full extent of their education and training in 
order to meet increasing demands on the health system as well as communities’ 
increased expectations [327]. Enhancing nurses’ scope of practice is an integral 
element of this [328]. As nurses’ scope of practice expands, so does their capacity 
to work with higher levels of autonomy. Evidence suggests that when GPN 
autonomy is supported, nurses’ skills are complementary to those of the GPs, 
resulting in improved communication between practice staff and patients as well 
as improvements to the systematic care and overall practice organisation [86].  
In keeping with Pearce and colleagues’ findings [46] practices that took a 
traditional approach to nursing, delegating tasks and overseeing all care provision, 
underutilised GPNs. For most practices the level of GPN autonomy was appropriate 
to a narrow scope of practice, although this was reflective of a lack of 
understanding by both GPs and GPNs of the potential of the GPN role.  
Constraining GPNs with broad scopes of practice to work with lower levels of 
autonomy than they are capable of is associated with boredom and instability in 
these roles [46]. A lack of autonomy is often a source of frustration and role stress 
[285], although often these nurses described it as trade-off for convenient hours 
and enjoyment of the nature of general practice. In contrast with these were GPNs 
who enjoyed freedom from the restraints of bureaucracy, enabling them to 
optimise their roles and work with levels of autonomy appropriate to their broad 
scopes of nursing practice [46, 329]. In these practices, this was associated with 
the quality outcomes experienced by their patients, who were significantly more 
likely to be more satisfied and enabled than those attending practices where 
nurses worked with narrow scopes of practice accompanied with low levels of 
autonomy.  
An ability to influence the model of health care has been described as a barrier to 
implementing advanced nursing roles in general practice [330]; however the 
ability to do this was a source of satisfaction for one nurse in the ACTPESS, who 
negotiated additional time for consultations, which she believed enabled her to 
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utilise her full scope of practice and provide the care patients required. Nurses are 
often excellent advocates for their patients, however nurses’ capacity to advocate 
for themselves is often a challenge [84]. The self-advocacy and leadership 
demonstrated by this GPN supported the implementation of a broad scope of 
practice and an accompanying high level of autonomy, with flow on benefits of 
high levels of satisfaction and enablement for patients accessing nursing care at 
this practice.  
A number of the nurses working with broad scopes of practice and high levels of 
autonomy would be considered to be working in advanced roles. Advanced 
practice nursing roles require higher level education and skills that make it 
possible for clinicians to autonomously initiate nursing actions; however these do 
not enable these nurses to make diagnostic and treatment decisions [331]. The 
development of advanced nursing roles in Australia is limited in comparison with 
the United Kingdom and the United States [332]. The outcomes of primary health 
care provided by Advanced Practice Nurses in Australia have been found to be 
equivalent to GPs in terms of physiologic measures, cost and patient satisfaction; 
however their consultations tend to be longer [333]. An examination of advanced 
practice nursing roles is beyond the scope of this thesis; however, the significant 
association between the implementation of broad scopes of nursing practice 
accompanied by high levels of autonomy provides further impetus for articulation 
and development of these GPN roles. 
9.3.2 Characteristics not significantly associated with patient satisfaction and 
enablement 
General practice characteristics 
In contrast with previous research [135, 149, 150, 177], practice size was not 
significantly associated with either outcome, which might be due to the nature of 
the measures used. The number of GPs and GPNs as individual measures does not 
provide insight into the practice as a whole. While GP: GPN ratio provides a better 
overview of team size, it is not a reflection of the way in which GPN roles are 
implemented, nor does this measure tell us anything about the number of patients 
the general practice is serving. Another measure of practice size in Australia is the 
standardised whole patient equivalent (SWPE). Future in-depth examination of 
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general practice at an organisational level, including examination of this variable, 
might reveal that this in conjunction with GP: GPN ratio or other currently 
unknown variables are associated with quality outcomes for patients. 
GP and GPN tenure were not significantly associated with patient satisfaction or 
enablement. This is in keeping with research conducted by Goh and colleagues 
[295], who found no association between predictors of team climate, including 
staff tenure, and Quality Outcomes Framework (QOF) scores. However, this result 
might also be an indicator of the value of this measure of team stability. Inclusion 
of a measure that accounts for the combined tenure of a team, rather than 
examines the tenure of individual professions within the team, might provide 
different results.  
GPN Consultation characteristics 
The variable how well patients feel they know the nurse was not included in the 
final regression analyses due to its collinearity with continuity of GPN. The strong 
positive correlation between these two variables suggests a similar relationship, as 
does the existing understanding of this relationship with patient satisfaction [156] 
and enablement [175, 177, 305].  
Payment for consultation was not significantly associated with patient satisfaction 
or enablement. This was not explored in the qualitative component of the study. It 
is possible that this might have been due to the fact that patients either paid to see 
the GP at the same visit or were billed directly by Medicare for their visit to the 
GPN and did not perceive that their visit to the GPN incurred an out-of-pocket 
expense. It would be of value to explore this in greater depth in future studies. 
Interruptions to GPN consultations were not associated with patient satisfaction or 
enablement. It is possible that interruptions to GPN consultations were often due 
to discussions with GPs, by telephone or in person, regarding the patient. Patients 
might have viewed this as a positive source of collaboration between GPNs and 
GPs.  
Patient characteristics 
Patient age was not significantly associated with satisfaction or enablement. This 
is in contrast with two previous studies that found that patients younger than 49 
206  
years and younger than 60 years were more satisfied with GPN care than their 
younger counterparts [39, 42]. However, it is in keeping with recent research in 
Australia that found no significant difference with satisfaction associated with age 
[41]. This might be accounted for by the fact that in the ACTPESS when age was 
controlled for, consultation for chronic disease management and clinical care were 
significantly associated with patient enablement. Patients aged 65 years and older 
experience more age and lifestyle-related problems such as type-2 diabetes, 
chronic heart disease, arthritis, cancer and dementia [334]. As such, this older 
cohort of the population is more likely to reap the benefits of care provided by 
GPNs for these illnesses.  
Patients’ self-rated health was not significantly associated with either quality 
outcome. This was in contrast with previous studies examining patient satisfaction 
[145, 148, 149] and enablement [181, 182, 184]. When patient variables, including 
self-rated health, were controlled for, consultations for chronic disease 
management and clinical care were significantly associated with patient 
enablement. This could well account for the differences. As the number of chronic 
conditions people have increases they are more likely to report poor to moderate 
self-rated health [335]. The relationship between these variables was not explored 
in this study, although warrants examination in future studies such as this.  
9.3.3 Contextual insight into general practice and nurse consultation 
structures and processes influencing the development of patient satisfaction 
and enablement 
Developing positive patient experiences with nurses in general practice: an 
integrated model of patient satisfaction and enablement 
The characteristics described, duration of consultation, continuity of GPN and 
nursing scope of practice and autonomy, are integral to the model, developing 
positive patient experiences with nurses in general practice. If generalising, it can be 
asserted that time and continuity provide platforms for the development of 
relationships, supporting the establishment of rapport, two-way trust, trust in the 
health care team and collaborative decision making. GPN scope of practice and 
autonomy shapes the provision of clinical care from establishing a baseline from 
which the journey will begin to contextualising care to promote independence. All 
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scaffolding activities are founded on GPNs’ scope of practice and autonomy, 
including the capacity to make and support referrals for patients to other health 
care providers. In this section of the discussion, these relationships and activities 
will be contextualised in terms of the current literature.  
Continuity and time 
Haggerty et al [336] identify three types of continuity, which closely correspond to 
characteristics of the model, developing a positive patient experience with nurses in 
general practice; these are informational, management and relational. 
Informational continuity is innate to the process of contextualising care to the 
unique needs of each patient. It is vital for effective collaborative decision-making, 
which requires nurses and patients to have a shared understanding of needs and 
goals. Informational continuity is required for scaffolding, including education, 
follow-up and referral to other providers.  
Management continuity refers to that between the nurse, doctor and other health 
care providers, which needs to be responsive to the changing needs of patients. 
This was clearly articulated through descriptions of scaffolding activities, including 
support provided for patients to act on referrals to other health care providers, 
enhancing their awareness of available services [337]. Also valued by patients was 
evidence of collaboration between nurses and doctors both face-to-face and 
through telephone and email. In order for management continuity to be effective, 
informational continuity and information sharing between health care providers 
must occur [337]. Relational continuity, the ongoing relationship between a nurse 
and a patient, also includes the GP and other members of the interprofessional 
team and hence incorporates management continuity, evident in the value of 
engendering trust in the health care team.  
There is an inter-relationship between time and continuity. In order for continuity 
to exist Haggerty et al [336:1220] state that two elements of continuity must be 
present; care of an individual patient and care delivered over time. They believe 
that time (longitudinal continuity) is not a dimension, but an intrinsic element of 
continuity. This is in line with Starfield et al’s [195] understanding of person-
focussed care, discussed in Chapter Three.  
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The interconnection of time (time in consultation and consultations over time) 
supporting relational continuity and scaffolding activities responsive to patients’ 
changing needs (informational and management continuity) results in a 
connectedness and coherence of care provision, establishing a broad and deep 
experience of continuity for patients. This experience of continuity is both 
satisfying and enabling for patients. One nurse emphasised this in terms of the 
importance of patients with chronic conditions using all five available MBS 
supported visits to see the nurse, highlighting the vital role of continuity in the 
provision of monitoring and self-management advice, and hence the focus on 
wellness in this model of care.  
Patients, uniqueness, trust, the journey and hope 
Patients are at the centre of this health care model and nurses are beside them; the 
effectiveness of their interactions is crucial to the success of their health care 
partnership. Time and continuity are the platforms upon which this can be 
developed. Building rapport, establishing trust and gaining insight into patients’ 
health conditions are activities supported by these platforms. The development of 
rapport [43] and relationships between nurses and patients [40] is central to the 
achievement of patient satisfaction and enablement in this model. Partnerships 
between patient and nurses, fostered by adequate time in consultations and 
continuity of nursing care [39, 43], acknowledge and promote patients’ expertise 
[180] in regard to their health conditions.  
As well as the value of patients trusting nurses, was the importance of nurses 
trusting patients’ self-knowledge, transforming consultations into ‘meetings 
between experts’ [338], smoothing the way for participatory style consultations 
and shared decision-making found in previous studies to be significantly 
associated with patient satisfaction and enablement [187, 318, 339, 340]. Health 
providers listening is valued by patients and significantly associated with 
satisfaction and empowerment [40, 184]. In keeping with this, patients in the 
ACTPESS felt valued by nurses who listened and trusted their self-knowledge. This 
fosters reciprocal trust, which supports shared decision-making [187], fostering 
increased awareness of patients’ strengths [180] and definition of areas where 
additional help is required. In line with this, concordance between patients, nurses 
and GPs [174, 188], with regard to diagnoses and treatment pathways, aids in the 
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development of trust and patients’ consequent satisfaction [43, 80] and confidence 
in self-care [180]. Supporting the development of trust, continuity promotes a 
sense of shared responsibility [336] in patients for achieving their health care 
goals evidenced by one patient’s comment, “I didn’t feel that I was doing it on my 
own”. 
The development of trusting relationships with patients reflects the way that 
nurses define their roles in relation to their patients [98], identifying patients’ 
needs and then passing this information on to doctors. These authors highlight the 
fact that the development of trust between patients and nurses not only facilitates 
patient-centred care, it also facilitates clinical expertise and enables nursing 
influence in the decision-making processes for their patients [98].  
An understanding of their uniqueness and the potential health care journey is a 
source of hope [180] for patients, making the journey seem possible, an essential 
step to tailoring health care partnerships. Patients and nurses work together to 
assess and ascertain patients’ health care needs, previously referred to as starting 
from the patient’s experience [180]. Having a clear understanding of roles, 
including patients’, nurses’, doctors’ and allied health providers’, described as “the 
division of labour” [311], is essential for patients to manage their health, 
particularly in terms of chronic disease management. This is contingent on 
patients understanding their unique health care needs, including identifying 
components required to manage their health condition that they do not have 
[166]. This improves the accuracy of their perceptions of the consequences of their 
individual health conditions, a predictor of self-management in patients with 
multi-morbidity [341]. 
This model takes into consideration elements of patients’ capacity for enablement; 
their willingness and motivation to take on self-management practices [311] and 
access to enabling health professionals [166]. It is not unusual for patients who are 
referred to allied health professionals to fail to follow-up on these referrals [342]. 
This model describes ways in which nurses can support patients to follow-up and 
access referrals. Lack of broader multi-disciplinary teams in general practice is one 
barrier patients experience in accessing this care [312]. GPNs supporting patients 
to follow-up on referrals, through making appointments for them, showing them 
where providers’ offices were and putting other providers directly in contact with 
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patients, showed insight into this and they proactively sought to address this 
barrier to patients receiving optimal primary health care at the same time 
fostering patient enablement.  
The ‘Just right’ nurse 
Behaviours that characterised ‘the just right nurse’ (listening to and watching 
patients, trusting patients’ self-knowledge, guiding and suggesting) were identified 
as important for the achievement of patient satisfaction and enablement. Nurses’ 
listening skills and capacity to put patients at ease are well documented [66, 92, 
343]. Listening to patients and letting them tell their stories are attributes of 
empathy [344, 345], which has been described as “crucial for enablement” 
[346:591] and is an important sub-theme in the development of enabling 
partnerships between patients and family physicians [180]. The reliability and 
validity of the Consultation and Relational Empathy (CARE) Measure as a tool to 
evaluate primary care nursing consultations has recently been established [347]. 
The use of this tool in future studies examining the outcomes of GPN care would 
provide a beneficial addition to our understanding of the quality of care provided 
in general practice. 
As a “fundamental determinant of quality in medical care” [345:339], empathy 
improves health care providers’ capacity to accurately interpret patients’ health 
care needs and fulfil required tasks associated with these. The high levels of 
education and training of nurses with broad scopes of practice accompanied by 
high levels of autonomy places them in a better position to understand patients’ 
needs and fulfil their care requirements than those with narrow scopes of practice 
and low levels of autonomy. In this vein, nursing scope of practice and autonomy 
optimises the capacity for ‘just right nurses’ to respond to patients’ needs and 
provide appropriate care. As such, nursing scope of practice and autonomy can be 
seen as a platform enhancing the flow-on effects of empathy.  
Patients’ trust in GPs is significantly associated with patient satisfaction and 
enablement [134, 188]. These relationships have also been established in 
qualitative studies examining patients’ trust of GPs and GPNs [43, 180]. However, 
this study is the first to establish the importance of GPNs trusting patients’ self-
knowledge. This was highly valued by patients and for some was evidence that the 
211  
nurse had been listening to them. One example provided evidence of how this 
could facilitate self-management and potentially improved health outcomes for a 
patient who was enabled to commence antibiotics when a chest infection first 
manifested, rather than waiting to see her GP to obtain a prescription.  
Trusting patients’ self-knowledge also needs to be balanced with identifying gaps 
in knowledge or misconceptions that patients might have and providing education 
relevant to these needs. It was in this vein that nurses’ guiding and suggesting, as 
opposed to instructing patients, was valued by patients. Similarly, providing 
education in different formats and in small, digestible amounts fostered patients’ 
understanding and ability to manage their health. 
In this study, two-way trust was fostered through just right nurses’ behaviours, 
integral to both stages of developing positive patient experiences with nurses in 
general practice. It fostered the triggering of health care partnerships and, through 
understanding the context and manifestation of patients’ illnesses, tailoring care in 
accordance with their needs.  
GPNs’ scope of practice and accompanying level of autonomy shape the provision 
of clinical care from establishing a baseline from which the journey can begin, to 
tailoring care. GPNs’ clarity regarding their scope of practice pre-empts referrals 
and activities that support these. In line with this, all scaffolding activities are 
shaped by GPNs’ scope of practice; those with broader scopes and higher levels of 
autonomy having higher levels of education and training, supporting the provision 
of high quality care. The provision of education in these settings has been referred 
to as ‘education towards enablement’ [348]. Identifying the potential health 
journey and negotiating roles is founded on an understanding of health conditions 
by both patients and GPNs. Education in different formats supports this health care 
partnership from the beginning. Setting small, achievable goals, optimised by just 
right nurses guiding and suggesting, augments the development of realistic, 
patient-centred goals [348]. These activities aimed at meeting patients’ unique 
needs improve health outcomes and enhance patients’ capacity to make and 
sustain health-related behavioural changes [349].   
The manifestation of patient enablement as described in this model is reflective of 
the domains used to measure this outcome in the PESS. The first manifestation, 
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patients increased understanding of their unique health needs informs their health 
seeking behaviours and choices is parallel with patients’ ability to understand their 
illness and help themselves. The second manifestation, patients are more confident 
in taking an increased lead in the partnership, seeking choices in their care is 
reflective of patients’ increased confidence about their health, their capacity to help 
themselves and to cope with their illness. The third manifestation, patients get the 
health care they need, reflects patients’ capacity to cope with their illness and to 
keep themselves healthy. Hence these findings further substantiate and validate 
the adaptation of  Howie et als’ [37] Patient Enablement Instrument in the PESS 
[35]. 
This model builds on and strengthens the current body of knowledge emphasising 
the importance of partnerships between health care providers and patients [180] 
based on effective communication [184], empathy [180, 189] and trust [43, 180, 
188]. In this model these partnerships are primarily shaped by time, continuity 
and nursing scope of practice and autonomy. 
9.5 Patient satisfaction and enablement: interconnected quality 
outcomes 
An important incidental finding of this study is of the interconnection between 
patient satisfaction and enablement. On completion of the first model, Developing 
enabling health care partnerships between patients and nurses in general practice, 
parallels between this and the model of patient satisfaction developed by 
Mahomed and colleagues [43], The process of patient satisfaction with nurse-led 
chronic disease management in general practice, were apparent. This prompted an 
interest in examining the relationship between these quality outcomes.  
In this study, there was a moderate correlation (rho= 0.42, p< 0.01) between 
patient satisfaction and enablement. In a previous study Howie et al [243] 
reported moderate correlations between the Patient Enablement Instrument (PEI) 
and two satisfaction scales, the Consultation Satisfaction Questionnaire (rho= 0.48, 
p< 0.01) and Medical Interview Satisfaction Scale (MISS) (rho= 0.47, p< 0.01), 
concluding that patient satisfaction and enablement were related, yet distinct 
quality outcomes. Similarly, a more recent study revealed a larger correlation 
(rho= 0.55, p< 0.01) between the Japanese version of the PEI and the Japanese 
version of the MISS [174]. Whilst a connection between these two quality 
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outcomes is apparent, it is to date ill-defined. With this in mind the qualitative 
models identified above and the integrated findings were examined so as to 
elucidate the similarities and distinguish the differences between these quality 
outcomes. 
In both models time is critical to building rapport and developing relationships; 
time in consultation and consultations over time. Similarly, nurses listening, and 
guiding and suggesting as opposed to instructing patients, are evident in both 
models. This reinforces Rohrer et al’s [184] findings significantly associating 
patients’ satisfaction with communication (specifically explanations, listening, use 
of understandable words and involvement in decisions) with patient enablement. 
Also common to both is the value of embedding trust in the multi-disciplinary 
team, collaborating with GPs and other providers and nurses being clear on their 
scopes of practice. Whilst patients trusting nurses was highlighted in Mahomed’s 
model, in the enablement model this trust was two-way – emphasising the 
importance of nurses trusting patients’ self-knowledge of their health status and 
potential needs.  
Having distinguished the similarities between patient satisfaction and enablement, 
the differences were most apparent in the second stage, Tailoring care, through 
activities specifically aimed at enabling patients to manage their health: discussing 
care plans, developing an understanding of the pathway ahead, clarifying roles and 
asking each other questions; as were scaffolding activities supporting this key 
quality outcome. 
Examination of the integrated findings further substantiated the similarities 
between patient satisfaction and enablement. These findings indicate that patient 
satisfaction and enablement associated with nursing care in general practice are 
both based on the foundations of longer ‘duration of consultations’ and nurses 
working with ‘broad scopes of practice coupled with high levels of autonomy’. 
Consultation for chronic disease management is also significantly associated with 
both outcomes; whereas patient satisfaction is distinguished from enablement 
through its associations with continuity of GPN and consultation for ‘clinical care’.  
These findings support Howie’s assertion that satisfaction and enablement are 
similar yet different and take this assertion one step further by clarifying the 
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similarities and distinguishing differences. They establish that the two quality 
outcomes have the same foundations, yet are individually distinguished through 
other characteristics.  
In this study, all patients reported a level of satisfaction, although 39% reported 
zero enablement. As previously stated, the assumption was made that for patients 
who reported zero enablement this might not have been a required or relevant 
outcome. This outcome is appropriate for patients with chronic or clinical 
conditions, and one which health providers strive to work with patients to achieve 
for many patients. The significant association between chronic disease 
management and clinical care with patient enablement confirms this, as does the 
distinct pathway for patients requiring ongoing care to the stage of ‘tailoring care’, 
described in the theoretical model developed in this thesis. With this in mind, 
whilst patient satisfaction can occur without enablement, in this model 
enablement does not occur without satisfaction; satisfaction might be considered a 
pre-requisite for enablement. Therefore, the achievement of patient enablement 
assumes the accompanying achievement of patient satisfaction.  
With this in mind, the following discussion of enabling models of care in general 
practices is underpinned by the understanding that the achievement of patient 
enablement assumes the parallel achievement of patient satisfaction. As such, 
general practices will be referred to as ‘enabling’ practices and ‘less-enabling’ 
practices.  
9.6 Enabling models of care in general practice 
The central process of developing a positive patient experience with nurses in 
general practice was clearly described, including characteristics that supported 
this process. The way in which this process performed in different general 
practices was seen to be influenced by the way in which the nursing role was 
implemented. The differences in implementation between practices highlighted 
the way in which nursing scope of practice varies in accordance with an individual 
nurse’s experience and education [350] as well as the importance of the term 
“socially granted” [351] or “sanctioned autonomy” [352] in general practice.  
A vast array of literature discusses teamwork and the positive outcomes it 
produces for both team members and patients, including supporting and 
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sustaining continuity [321], enhancement of role clarity, professional diversity, 
communication and coordination of care [353]. Collaboration [353] is essential for 
effective teamwork, as are shared principles and goals [354], and effective 
communication [312]. However, these characteristics can support a variety of 
teams, which doesn’t necessarily mean they result in improved quality of care.  
Nugus et al [355:898] believe a key component of collaboration is health 
professionals’ “relative autonomy over their scope of practice”. This definition of 
collaboration is in keeping with the model of care observed in practices that 
supported nurses to work with broad scopes of practice and high levels of 
autonomy. In these practices collaboration, shared principles and goals, and 
effective communication supported a model that produced a positive patient 
experience, manifesting as high levels of patient satisfaction and enablement. The 
shared vision and goals in these enabling general practices were evidenced 
through practice supported education and training, and regular team meetings. In 
these practices, teamwork effectively fostered and optimised quality health care 
[356] as well as GPNs’ unique abilities and skills in developing “trusting inter-
professional relationships” [98:4] and their natural tendency to provide the care 
and quality that patients seek [46].  
It is therefore asserted that it is not teamwork itself, or the factors that enhance it, 
that is associated with improved quality outcomes for patients. It is the model of 
care that is crucial for improved quality for patients; in this case, enabling models 
of care as opposed to a less-enabling model of care in general practice.  
In this study, teamwork was evident in most practices; however, this did not 
automatically translate to the optimisation of nursing roles. Most GPs endorsed 
nursing roles, however it was the way in which they were endorsed that 
determined the type of team that existed. GPs are the ‘custodians of care’ in 
general practice, influencing nursing skill mix, professional practice, decision-
making capacity, responsibilities and task delegation [19, 97]. Hence nurses’ 
scopes of practice and autonomy must be granted and sanctioned by GPs.  
In less-enabling practices, where a more traditional approach to nursing roles 
existed, GPs clearly and sincerely endorsed nursing roles, which were largely task-
oriented, reinforcing the hierarchical nature of these practices. Dominant–
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subordinate relationships between GPs and GPNs had often been built over many 
years, and were based on personal loyalty, trust and recognition of specific roles, 
ruling out the potential for challenge and conflict [357] that would be required to 
change these dynamics. In line with this, the clarity of GP and GPN roles was 
enhanced through nurses’ collaboration with GPs, sharing distinct vision and goals 
for these teams, often reflective of a shared lack of understanding of the potential 
of these roles.  
Patients receiving care in these less-enabling practices expressed comfort with the 
fact that GPs endorsed nursing roles, possible reflecting a persistence in previous 
attitudes, where patients prefer to see GPNs working under the clear direction of 
GPs [88, 89]. Hence, all of the qualities that support teamwork were in place, 
successfully supporting a less-enabling model of care. 
In this study, nurses praised the amount of continuing education opportunities 
provided by the ACT Medicare Local, most of which they attended out of working 
hours. However, it was enabling practices that provided workplace education 
opportunities, including case management in team meetings and time off to attend 
formal education programmes, often financed by the practices. Enhancing nursing 
roles through this support, these practices were seen to address barriers to role 
enhancement [18:92], through their organisational approaches to 
interprofessional teamwork, supported by an understanding of professional roles. 
This was a clear indicator of the importance of education, resources and whole 
team support [358] in optimising the implementation of GPN roles. Regular team 
meetings in these practices enhanced communication of insightful information 
between patients, nurses and doctors, and subsequently an accumulation of 
increased inter-professional trust [98]. Enabling general practices not only 
enabled GPNs to work to their full scope of practice accompanied by high levels of 
autonomy, but were significantly associated with quality outcomes for patients. 
The provision of these was lacking in less-enabling practices.  A lack of support and 
backfill for nurses to access these opportunities was a barrier [330] for nurses 
seeking to obtain the specialist clinical skills required to expand their scopes of 
practice and contribute to the implementation of unique models of care [109]. 
Lack of access to education diminished the capacity of nurses in these practices to 
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implement evidence-based practice at the point of care [359], impacting the 
standard of care provided to patients. 
The development of changing roles in general practice is possible, when these 
changes are embraced by a whole practice team and when processes are in place 
to support this [350, 358]. This includes the provision of structure to processes of 
care [360], evidenced in enabling general practices in this study through practice 
supported education and team meetings, where teamwork was enhanced and 
maintained [361]. Practice champions are often key to this [26]; in this study these 
were often GPs and/ or practice principals, but also GPNs who were willing 
collaborators in change.   
9.7 Summary 
In meeting the first two objectives of this study, the strength of association 
between general practice characteristics and GPN consultation characteristics and 
patient satisfaction have been described and discussed within the context of the 
existing literature. Following this, contextual insight into these characteristics has 
been described in the model, Developing a positive patient experience with nurses in 
general practice: an integrated model of patient satisfaction and enablement.  
A summary of, and the implications of these research findings will be presented in 
the following concluding chapter of this thesis. The strengths and limitations of 
this mixed methods study will be described and, finally, the implications for future 
research, policy, individuals, general practice and GPN education will be discussed. 
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Chapter Ten: Conclusion 
10.1 Introduction 
In this concluding chapter of the thesis a summary of the research findings will be 
presented followed by a discussion of the relevance and implications of these 
findings for future research. This will be followed by a discussion of the relevance 
and implications for individuals, general practice nursing, general practice 
organisations and Australian health care policy.  
10.2 Summary of research findings 
The ACTPESS is the first study internationally to examine the relationship between 
general practice and nurse consultation characteristics and patient enablement 
arising from GPN care. This snapshot of a cross-section of 21 general practices 
makes it the largest study examining the quality of GPN care conducted in 
Australia to date. Overall, patients were satisfied with the care they received from 
GPNs and two-thirds reported that they were enabled as a result of this care. The 
results of this study provide the first evidence of: 
 a significant association between nursing scope of practice and autonomy, 
Continuity of GPN care (by a particular nurse), making appointments to see a 
particular GPN, consultation type and duration of GPN consultation, and 
patient satisfaction; 
 a significant association between nursing scope of practice and autonomy, 
consultation type and duration of GPN consultation and patient enablement; 
 behaviours that characterise ‘the just right nurse’; 
 an interconnection between patient satisfaction and enablement. 
This new evidence is presented in the form of a theoretical model, called: 
Developing a positive patient experience with nurses in general practice: an 
integrated model of patient satisfaction and enablement. This two stage cyclical 
process includes general practice and GPN consultation characteristics 
underpinning actions and interactions that support the triggering of health care 
partnerships between patients and GPNs, and tailoring care to optimise quality 
outcomes for patients in general practice.  
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The effectiveness of this model is contingent on the general practice context in 
which it is required to operate. An understanding of ‘enabling’ and ‘less-enabling’ 
general practices was developed through examination of the implementation of 
characteristics that support broad scopes of nursing practice, coupled with high 
levels of autonomy. As such, these are the major findings of this study. It is these 
findings that answer the research question: What is the relationship between 
general practice and nurse consultation characteristics and patient satisfaction and 
enablement arising from nursing care in general practice? 
10.3 The relevance and implications of the research findings  
10.3.1 Future research 
The description of ‘enabling general practices’ in this study is informed by the 
examination of characteristics associated with patient satisfaction and enablement 
and the perspectives of GPNs, patients and practice managers. The central role of 
GPs in general practice requires that the understanding of these practices is also 
informed by their perceptions and experiences. The conceptual model for quality 
assessment underpinning this study (Figure 14) delineates areas not examined in 
this thesis. These include elements of structure, physical and staff characteristics, 
information systems and areas of workforce development. Whilst not an intended 
focus of the study, staff meetings and support for continuing professional 
development of GPNs were examined and found to be supportive of the 
optimisation of GPN roles. Future examination of continuing professional 
development support for all practice staff would broaden the understanding of the 
value of this activity in ‘enabling general practices’.  
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Black font: characteristics examined in this study 
Purple font: characteristics not examined in this study 
Figure 14: Conceptual model for quality assessment of GPN care  
(Adapted from Sibthorpe, B. and K. Gardner (2007) A Conceptual Framework for 
Performance Assessment in Primary Health Care and S.M. Campbell, M.O. Roland, S.A. 
Buetow, (2000) Defining quality of care)  
Elements of process include clinical and interpersonal care provided by all 
members of the practice team, including reception staff, practice management 
processes and GP consultations. This study has examined outcomes in terms of 
user evaluation; quantitative data from the PESS. The qualitative component of the 
study aimed to examine processes of care, while incidental insight into the 
manifestation of patient enablement emerged. A comprehensive examination of 
the outcomes of ‘enabling general practices’ needs to also include health status, 
technical and interpersonal aspects of care, activities of daily living and risk 
behaviours.  
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The for-profit business nature of general practice provides a financial imperative 
to the provision of primary health care. In this study, eight of the 21 practices 
(39%), could be described as ‘enabling general practices’, (i.e. had optimised the 
implementation of nursing roles in terms of scope of practice and autonomy), 
indicating that within the current funding structure for nurses in general practice 
(the PNIP) it is possible to optimise GPN roles and fund nurse-led care [362]. The 
need for insight into how this was achieved calls for the conduct of research 
examining the financial viability and sustainability of ‘enabling general practices’. 
The inclusion of a health economist in future studies could inform this aspect of 
the research. 
Approaches to future research testing enabling models of care in general practice 
can be informed by the challenges experienced in this and previous studies, 
including recruitment, distribution of surveys, lack of sufficient funding and issues 
related to patient privacy. Without this evidence of the effectiveness, sustainability 
and viability of these models of care knowledge, translation and change at the 
policy and funding level is unlikely [33].   
The Scope of practice/ Autonomy grid provided a new and effective lens through 
which implementation of nursing and other general practice roles could be 
examined. It could also be used to identify gaps in knowledge or expertise in a 
practice. Further refinement and validation of this tool could add an important 
measure for the planning and evaluation of models of care in general practice and 
in other areas of health service research. 
10.3.2 Policy 
The 2009 ‘Primary Health Care Reform in Australia’  report identified attracting 
and retaining the primary care workforce, enabling health professionals to develop 
their scope of practice and supporting teamwork as priority areas for the 
Australian primary health care sector [17]. 
The evidence provided in this thesis adds to previous evidence, which indicates 
that the best drivers of change in general practice stem from policy and funding 
initiatives. Prior to the introduction of the PNIP, the scope for nurses to take on 
greater responsibility for chronic disease management and the associated need for 
direct funding was identified, as was the need for adequate space and 
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infrastructure support [109, 312]. The advent of the PNIP was in line with these 
recommendations and the findings from this study clarify that in ‘enabling general 
practices’ GPNs are well placed to optimise patient satisfaction and enablement, 
and as such patient self-management within this funding structure.  
Consultation variables significantly associated with both patient satisfaction and 
enablement were continuity of GPN and the duration of GPN consultations. These 
two variables are well supported under the PNIP, which provides for long GPN 
consultations for patients with chronic health conditions and follow-up 
appointments to facilitate the management of these. These findings substantiate 
the value of these policy decisions.  
Merrick et al [98] believed the development of trust and subsequent nurse 
decision-making was an unintended consequence of policy and financing that 
underpinned delegated models of care, evident in previous funding models for 
GPNs. In line with this, rather than making autonomous decisions, GPNs influenced 
decisions [98]. In 13 of the 21 practices in this study these activities persisted 
under the PNIP, which in theory relies less on a delegated model of care. However, 
GPNs in the eight ‘enabling general practices’ were in a position to make 
autonomous decisions, in particular with regard to care planning, referral and 
recall activities. The value of this autonomy was evident in the quality outcomes 
reported by patients attending these practices. 
While in one way this provided further evidence of the importance of policy and 
funding mechanisms as drivers of change and met the expectation that the PNIP 
could remove constraints to nurses’ scope of practice [87] and autonomy, it 
highlighted the importance of GPs’ and GPNs’ understanding of the potential of 
GPN roles and the associated endorsement of new and effective models of health 
care. In general practice this is perhaps even more influential than policy and 
funding mechanisms designed to remove the requirement for nursing activity to 
be ‘for and on behalf of’ a general practitioner [363].  
Addressing this persisting barrier to change is a significant challenge, which in 
itself might have a policy-based solution. One such mechanism could be the 
development of service incentive payments supporting extended team care 
management with GPs and GPNs. An ideal policy initiative would be one that 
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rewarded activities that support true collaboration and change, supporting 
education for whole practice teams, including GPs and GPNs, and similar incentives 
for the conduct of regular whole team meetings. However, incentives such as these 
would be expensive and ones that a current government might be reluctant to 
initiate.  
10.3.3 Individuals 
Nurses are well placed professionally and within the current government funding 
model (PNIP) to work with patients to manage their chronic and long-term 
conditions. These findings confirm the value of policy initiatives directed at 
supporting time in GPN consultations and continuity of GPN care over time. 
Patients with chronic and ongoing conditions can derive particular benefit from 
care provided collaboratively from GPs and GPNs.  
Insight into the needs of individuals and specific cohorts of patients provides a key 
to understanding ways in which GPs and GPNs can collaborate to complement each 
other and in doing so, optimise patient satisfaction and enablement. GPNs can 
spend time with patients developing care plans or providing ongoing clinical care, 
and following up on these, whilst collaborating with GPs in developing the most 
suitable approach to meet the unique needs of each patient. This approach makes 
the best use of both health care professionals in terms of their expertise and the 
availability of time. The value that older people place on continuity of GP care 
[325] and parallel contact with the GP when consulting with the GPN [326] 
provides important contextual information when considering the complementary 
roles of GPs and GPNs.  
10.3.4 General practice organisations 
The findings from this study clarify that teamwork is not the only imperative in 
general practice; it is the development of a specific type of team, in this case 
‘enabling general practice’ teams, that is associated with better quality outcomes 
for patients. Closer examination of these models, including the financial viability of 
the PNIP in supporting effective implementation of this model of care in general 
practice, could provide important evidence to inform improvements in the quality 
of care experienced by patients in general practice.   
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An understanding of the meaning of true collaboration, in which all health 
professionals retain autonomy over their scope of practice [355], is the foundation 
of ‘enabling general practices’. These are integral to the development of new 
models of care that include close working with other health professionals, which in 
general practice is, in the most part, GPs and GPNs. Hand in hand with this is the 
need for GPNs to also be willing partners in change.  
A lack of understanding of the potential of GPN roles is a known barrier to the 
development of advanced nursing roles in general practice [330, 364, 365] and to 
the development of ‘enabling general practices’. In conjunction with professional 
barriers [332], including medical resistance to change, these factors are a major 
barrier to the achievement of optimal quality outcomes for patients in general 
practice.  
The creation of change in the form of new models of care in general practice is one 
which has been met with many challenges. Duckett [328] believed Australia’s 
health care system was structurally unprepared to consider changing workforce 
roles. While the majority of practices in this study persisted with a more 
traditional, hierarchical approach to nursing roles, just over a third were actively 
working to optimise GPN roles and thus embrace a new model of care. This is a 
positive indicator of a workforce working towards change and at the same time 
improving quality for patients, their families and the community.  
10.3.5 Nursing education 
The model, developing positive patient experiences with nurses in general practice: 
an integrated model of patient satisfaction and enablement, provides useful 
evidence to inform GPN professional development, enhancing understanding of 
complementary roles and teamwork within general practice. This model elicits 
ways in which GPN consultations can be organised to foster patient satisfaction 
and enablement, enhancing patients’ capacity to make and sustain behavioural 
changes aimed at supporting health improvement [349]. The translation of 
evidence into practice is an ongoing challenge for both academics and clinicians. 
This model meets the first step in this challenge, in that the framework is in place. 
The next step is to find an avenue through which the model can be distributed and 
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taught in undergraduate and graduate courses, and within the general practice 
community. 
Education modules could include this patient-centred model as a practical 
resource. Promoting understanding of behaviours and activities, including 
scaffolding, which can be used in primary health care to optimise patient 
outcomes, is an important educational activity. The consequences of enablement 
include self-efficacy, skill development, and improvement in self-care, health 
condition and quality of life [366]. Fostering these outcomes for patients and their 
families is essential if we are to address the rise in chronic disease and the needs of 
our ageing population.  
The findings of this study have practical implications for education and training; 
not only for GPNs but also for general practice teams. In order to judiciously apply 
the best current knowledge, evidence such as that presented in this thesis needs to 
be considered in conjunction with the unique needs of local and national 
populations, the availability of resources, including health care professionals, and 
political feasibility [332, 367]. The political feasibility of enhancing roles for GPNs 
is established and one that in recent years has been actively pursued by the 
Australian government, evidenced by the numerous policy initiatives put in place 
since the early 2000s. 
The availability of nurses needs to be considered in terms of current shortages and 
maldistribution, not only related to the ageing nursing workforce, but also to the 
large distribution of nurses employed in the acute care sector [368]. The dominant 
age of GPNs in Australia in 2012 was 50-59 years [67], reflective of an ageing 
workforce. With this in mind, recruitment of GPNs is an imperative if we are to 
effectively provide primary health care nursing in general practice. This needs to 
be addressed in the first instance at the undergraduate level, providing primary 
health care nursing pathways for undergraduate nursing students. Mentoring, 
preceptorship and clinical supervision are also essential in achieving this [369].  
Currently the availability of undergraduate nursing placements in general practice 
are sparse [114]; however the benefits of these placements are numerous, 
including an impetus for GPNs to update and maintain currency of skills and 
knowledge [109, 114]. These placements need to be further developed and built 
226  
on, generating an understanding in undergraduate nursing students that primary 
health care is a rewarding career pathway; as worthwhile as those in the acute 
care sector. One way of achieving this is through increasing collaboration between 
the tertiary education sector and general practice. Working closely with Primary 
Health Networks might be one way of achieving this. 
Postgraduate courses in primary health care are available at most Australian 
universities; the challenge lies in encouraging GPNs to take part in these courses. 
The professional rewards of enhanced scope of practice through education need to 
also include enhanced professional standing and remuneration in the workplace. 
This will make careers in general practice more attractive to nurses [72, 73] and be 
an added incentive for nurses to access tertiary education supporting these career 
pathways. The independent, often small business nature of general practice is an 
identified, ongoing barrier to the development of career pathways accompanied by 
appropriate remuneration of GPNs. GPNs need to negotiate with their employers 
to obtain appropriate professional standing and remuneration; while one GPN in 
this study demonstrated that this is possible, it is an ongoing barrier for most [84]. 
GPNs require training with regard to this, which could be built into undergraduate 
and postgraduate courses and also be provided by professional organisations, such 
as the APNA.  
10.4 Conclusion 
The process developing a positive patient experience with nurses in general practice: 
an integrated model of patient satisfaction and enablement represents the 
integration of the findings from each component of this study. In line with the aim 
of mixed methods research, it provides answers to, and a deeper understanding of, 
the research question than was achieved through analysis of either component on 
its own. As such, this integrated model describes and contextualises the interplay 
between key general practice and nurse consultation characteristics associated 
with patient enablement and satisfaction arising from nursing care in general 
practice.  
However, the way that this process plays out is contingent on contextual factors 
within the general practices. ‘Enabling general practices’ exemplify a model of care 
which enables both patients and GPNs; GPNs to optimise their scope of practice 
and autonomy and, as such, optimise the development of positive patient 
227  
experiences with nurses in general practice. This is evident in associated high 
levels of satisfaction and enablement reported by patients attending these 
practices. 
A core component of the vision for improved coordination and multidisciplinary 
primary health care in Australia is the development of interprofessional models of 
care, including expanded roles of nurses [370]. Demonstration of the quality 
patient outcomes that can be achieved when effective collaboration is achieved in 
general practice provides impetus to work to break down barriers to the 
development of these new and innovative models of care.  
Insight into, and subsequent implementation of, characteristics that underpin 
‘enabling general practices’, resulting in improved quality outcomes for patients, is 
essential if we are to effectively meet the needs of an ageing population and 
increasing chronic disease. This is the first step in the essential re-orientation of 
health services towards the creation of citizens as resources for improving their 
health, not only for the preservation of scarce health resources, but for the 
optimisation of quality of life and health [170]. 
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Appendices 
Appendix 1: Desborough et al (2013) 
 
This is the author’s version of work that was submitted and accepted for 
publication in the following source: 
 
 
Jane Desborough, Michelle Banfield, Rhian Parker, (2013), A tool to evaluate 
patients’ experience of nursing care in Australian general practice: Development of 
the Patient Enablement and Satisfaction Survey (PESS), Australian Journal of 
Primary Health, 20(2), 15-23. 
 
 
The definitive version of this work is available at: 
 
The Australian Journal of 
Primary Health 
http://dx.doi.org/10.1071/PY12
121 
 
 
Notice: Changes introduced as a result of publishing processes such as copy-
editing and formatting may not be reflected in this document. For a definitive 
version of this work, please refer to the published source. 
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Abstract 
Australian health policy initiatives have increasingly supported the employment of 
nurses in general practice.  An understanding of the impact of nursing care on 
patients in this setting is integral to assuring quality, safety and a patient-centred 
focus.   
The aim was to develop a survey to evaluate the satisfaction and enablement of 
patients who receive nursing care in Australian general practices.  The survey was 
to be simple to administer and analyse, ensuring practicality for use by general 
practice nurses, doctors and managers.  
Two validated instruments formed the basis of the Patient Enablement and 
Satisfaction Survey (PESS). This survey was refined and validated for the Australian 
setting using focus groups, in-depth interviews, and feedback from patients and 
general practice nurses. Test-retest and alternate form methods were used to 
establish the survey’s reliability.  
Feedback resulted in fourteen amendments to the original draft survey. Questions 
that demonstrated a strong positive correlation for the test-retest and alternate 
form measures were included in the final survey. 
The PESS is a useful, practical tool for the evaluation of nursing care in Australian 
general practice, its validity and reliability established through a patient-centred 
research approach, reflective of the needs of patients accessing nursing services in 
this setting.  
Summary statement 
What is known about the topic? 
The role and numbers of nurses providing care in Australian general practice is 
rapidly expanding. Little is known about the impact of nursing care in general 
practice on patients’ satisfaction and enablement. 
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What does this paper add? 
This paper describes the development of a survey to measure patient enablement 
and satisfaction with nursing care in Australian general practice, data from which 
will contribute to improving quality and safety in this setting. 
Background 
Internationally, nurses are undertaking an increasing role in the delivery of 
primary health care. They have been found to be effective in a variety of roles, with 
good patient engagement (Horrocks S, Anderson E et al. 2002; Keleher, Parker et 
al. 2009). Over the past decade the number of nurses employed in Australian 
general practice has increased significantly; in 2012 there were 10,693 nurses 
employed in general practice; an increase of 38% since 2007 (Australian Medicare 
Local Alliance 2012). From January 2012 changes to Australian Commonwealth 
government financing for nurses in general practice, in the form of the Practice 
Nurse Incentive Program (PNIP), increased the focus on the capacity of practice 
nurses to provide fluid and responsive care through activities that were not well-
supported under the previous financing arrangements (Australian Government 
Department of Health and Ageing 2010).   
To assess whether patients benefit from changes in Australian policy to support 
nurses and to extend their roles, the care provided by nurses in general practice 
needs to be evaluated.  Patient satisfaction is acknowledged as an important health 
outcome indicator, associated with both improved compliance to treatment 
regimens and clinical outcomes (Donovan 1995; Winefield, Murrell et al. 1995; 
Alazri and Neal 2003). Patients have reported high levels of satisfaction with 
nursing care in Australian general practice (Halcomb, Caldwell et al. 2011). Whilst 
patient satisfaction is an important measure, it tends to measure patients’ 
experiences and perceptions of the processes of care delivery, rather than the 
achievement of health gain (Howie, Heaney et al. 1998). A gap has been identified 
in knowledge of health outcomes associated with general practice nursing in 
Australia (Halcomb, Patterson et al. 2006). Clinical outcomes of nursing care in 
general practice are usually confounded by care provided by GPs.  A patient 
outcome specifically associated with nursing care was required.  Patient 
enablement is one measure of patients’ ability to understand and manage their 
illness (Howie, Heaney et al. 1998).  A tool designed to measure both satisfaction 
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and enablement could provide a comprehensive indicator of the effectiveness of 
this nursing care.  In this vein, the researchers developed the Patient Enablement 
and Satisfaction Survey (PESS).  
Aim 
The aim of the project was to develop a survey, simple to utilise, administer and 
analyse, to evaluate the satisfaction and enablement of patients who receive 
nursing care in Australian general practices.   
Methods 
Development of draft survey 
The first iteration of the survey included the Client Satisfaction Tool (CST) (Bear 
and Bowers 1998) and the Patient Enablement Instrument (PEI) (Howie, Heaney 
et al. 1998).  Factors measured in the CST, including access to care, technical 
ability, communication skills and knowledge of the patient, have been strongly 
correlated with patient satisfaction (Alazri and Neal 2003). The Patient 
Enablement Instrument (PEI) (Howie, Heaney et al. 1998) has been used 
successfully in a variety of primary care and general practice research projects 
internationally (Salisbury, Manku-Scott et al. 2002; Price, Mercer et al. 2006; 
Haughney, Cotton et al. 2007; Lam, Yuen et al. 2010).  In addition to these, a section 
for open-ended free text comments was included for patients to provide further 
feedback (Hilton, Bugden et al. 2001). 
These two validated instruments were considered a valuable foundation due to: 
their origins in primary health care; their acknowledgement of client singularity, 
central to the concept and delivery of client-focussed care; the CST for its 
grounding in nursing theory; and the ease with which they could be scored and 
applied in a variety of practice settings.  
Survey refinement 
To refine the survey for use in Australian general practice, the research team 
conducted focus groups and interviews with patients who access nursing care in 
general practices in urban and outer-regional areas of Australia.  The purpose of 
these was to gain patients’ perspectives of the questions being asked and their 
feedback in terms of relevance and comprehension. This patient centred approach 
was considered integral to the development of a quality measurement tool. 
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Ethical conduct of research 
Ethical approval was obtained from the Australian National University Human 
Research Ethics Committee for this research and consent obtained in accordance 
with this.  
Recruitment for focus groups and interviews 
The principal general practitioners (GPs) from two general practices (one 
suburban and one in an outer-regional area) were contacted by email with a 
request to recruit patients who access nursing care at their practices; both agreed 
to this.  An expression of interest poster was displayed in the practice waiting 
rooms enabling patients to contact the researchers directly. To maximise 
recruitment, a practice manager and practice nurse recruited patients directly, 
providing these patients with contact details for the researchers.  Patients were 
told that participation was voluntary and that details of their input would not be 
provided to the general practice.  A health care consumer group was also 
approached to recruit through their email distribution list.   
Establishing validity 
Two focus groups were conducted; one with patients who had received nursing 
care in a suburban general practice in April 2012; and one with members of a 
health care consumer group.  Participants were asked to consider their last 
consultation with a nurse in general practice and with this in mind, complete the 
survey. They were then asked a number of questions about the survey itself (See 
Table 1).  
In depth interviews were conducted with patients, who attended a general practice 
in an outer-regional area in April, 2012.  Participants were asked to consider the 
last time they received nursing care at their general practice and with this in mind, 
complete the survey Each question of the survey was examined with the 
participant, asking what their perceptions of each question were and why one 
answer was preferred to another (de Vaus 1995) . 
The survey was presented to a group of four practice nurses attending a meeting at 
the authors’ research centre.  These nurses were asked to provide feedback and 
suggestions regarding the survey. 
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The survey was described and presented to a workshop of 100 practice nurses at 
the Australian Practice Nurse Association (APNA) national conference in 
Melbourne, May 2012. The nurses were provided a copy of the survey and a sheet 
on which to provide written feedback. 
        Table 1: Focus group questions 
 
 
 
 
 
 
 
 
 
Recruitment for reliability testing 
Participants were recruited consecutively from nurse clinic patient lists at each 
practice until the desired number of participants had been included (120 for the 
test-retest and 60 for the alternate form).  This sample size was chosen as it was 
feasible in the time-frame available for the project. Patients were excluded if they 
were under the age of 18 years, except for those receiving childhood 
immunisations, for which parents could respond to survey questions.   
Establishing reliability 
To examine the reliability of the survey a ‘Test-Retest’ study was conducted with 
patients who were not involved in the focus groups.  A copy of the PESS 
accompanied by a ‘Participant Information Sheet’ was sent to 120 patients who 
received nursing care in the two general practices. The information sheet 
described the project and the reason they would be sent two surveys, one week 
apart.  A period of one to two weeks is the suggested interval between 
administration of the two surveys to minimise both memory effects and the 
opportunity for subsequent experiences to influence responses (Pedhazur 1984).  
Participants were asked to consider the last time they had received nursing care at 
their general practice and with this in mind, to complete the survey.  One week 
later they were sent a copy of the same survey and asked to complete it with the 
1. What did you like about the questions?  
2. What didn’t you like about the questions?  
3. Please describe which questions, if any, you had difficulty answering, and 
why.  
4. Are there any words you would change?  
5. If there was a Not Appropriate (N/A) column available in the first section 
(Patient experience), would you have used it?  
6. Are there any questions in the survey, which you believe are not 
important and should be removed?  
7. Are there any questions that you believe are important, that should be 
included?  
8. Do you have any other comments you would like to make?  
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same episode of care in mind; completion of the surveys indicated consent to 
participate.   
Alternate Form reliability testing was conducted to examine the changes made to 
the original validated questions from the CST and the PEI when refining the PESS.  
One copy of the original draft  PESS (consisting of the original CST and PEI 
questions) and one copy of the final draft (inclusive of amendments described in 
Table 1) were sent to a second group of 60 patients who received nursing care at 
the suburban general practice. Care was taken to ensure that patients had not been 
sent the Test-Retest surveys. This method measures the extent to which a measure 
yields consistent results when presented in a different form (Pedhazur 1984). This 
was considered a valuable supplement to the test-retest method, as data are less 
likely to be influenced by respondents’ memory.  
Results 
A stepped overview of methods and results in presented in Table 2.  
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Table 2: Stepped overview of methods and results 
Process Step Method Result   
   
   
   
   
   
   
   
   
 V
al
id
at
io
n
 
 
1 
Focus 
group with 
patients   
Focus 
group with 
health care 
consumer 
group 
Amendments 
to survey 
including 
removal of 
questions, 
insertion of 
new 
additional 
questions & 
wording 
changes. 
Draft 2 
PESS 
 
2, 3 & 4 
Pre-survey 
evaluation 
interviews 
with 
patients  
Feedback 
from 
general 
practice 
nurses 
Changes to  
wording and 
sequence of 
questions 
Draft 3 
PESS 
   
   
R
el
ia
b
il
it
y 
 
1 & 2 
Test-retest  Alternate 
Form  
One question 
removed and 
one replaced 
with 
previously 
validated 
question. 
Final  PESS 
 
Validity 
1.  Two focus groups with patients were conducted; the first consisted of four 
participants, the second of six.  The duration of the focus groups was between 30 
and 60 minutes.   
2.  In-depth interviews were conducted with four patients.   The duration of these 
interviews was between 30 and 45 minutes.  Participants’ descriptions of their 
thought-processes in response to each question and their interpretation of the 
questions were consistent with the intended meanings.  Some feedback was 
similar to that received in focus groups, strengthening this, and led to additional 
changes to the survey. 
3.  The four practice nurses with whom the survey was discussed provided 
feedback regarding the wording of some questions, adding further clarity to the 
survey.   
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4.  Fifteen nurses at the APNA conference provided feedback.  Fourteen of the 
fifteen responded in the affirmative that the survey is appropriate to evaluate 
patients’ experience of nursing care in the general practice setting.  The fifteenth 
did not affirm or dispute the appropriateness of the survey.  
Interview and focus group participants were aged between 50 and 85 years. There 
were three males and 11 females. Participants were not from areas identified as 
being subject to socio-economic disadvantage (Australian Bureau of Statistics 
2012). Overall feedback from patient focus groups, pre-survey evaluation 
interviews, and from practice nurses resulted in fourteen amendments to the 
survey, described in Table 3. 
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Table 3. Amendments made to the PESS as a result of patient and nursing feedback. 
Section/ question Amendment 
Beginning of survey o Insertion of question “Your reason for seeing the nurse?”, with 
space for free text answer; 
Patient experience 
section 
o Insertion of a “not applicable” column;  
Question a. o Change wording of question to The nurses were understanding 
of my personal health concerns; 
Question c. o Change wording of question to “My questions were answered 
in an individual way”; 
Question d. o Remove question from Patient experience “The information I 
received from the nurses helped me to take care of myself at 
home” and replace with “I felt comfortable to ask the nurses 
questions” 
Question c. o Move to question d.; 
Question c. o Replace with “I felt comfortable to ask questions” 
Question j. o Include word “nurse” to read “nurse appointment times” as 
opposed to “appointment times” to provide clarity for patients 
Questions k. and l. o Change order of question and re-designate as questions o. and 
p. 
Questions k. and l. o Insert two additional questions: 
 k. “The nurses spent enough time with me” 
 l.  “I felt a bit rushed” 
Questions m. and n. o Insert two additional questions: 
m. I was confident with the nurses’ skills 
n. The nurses were very professional 
Patient enablement 
section 
o Response to “As a result of seeing the nurse do you feel you are:  
m. “Able to cope with life”  
This response removed 
 o Change wording of question p “Able to keep yourself healthy’ to 
“Able to take care of yourself at home” (wording removed from 
question d. 
 o Change order of questions q.  to s. to create a logical flow from 
understanding your illness, to being able to cope with it, to 
being able to keep yourself healthy. 
Throughout 
questionnaire 
o Change word “nurse” to “nurse/s” to accommodate different 
experiences of care 
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Reliability 
1.  Test-retest reliability 
Of the 120 participants, sent two surveys each (one week apart) there was a 28% 
response rate, which included: 26 who returned both the test and retest survey; 
seven who returned one survey (either the test or the retest); and three who 
returned both the test and retest but reported on two different nursing episodes of 
care. Twenty six participants’ surveys were used in the final analysis; 22% of 
potential participants.  IBM Statistical Package for the Social Sciences (SPSS) 
Statistics 20 was used to calculate the Spearman’s correlation coefficient for each 
question in the survey.  The results were interpreted using Cohen’s guidelines 
(Cohen 1988), which state that  ρ = .10 to .29 represents a small correlation; ρ = 
.30 to .49 represents a medium correlation; and ρ = .50 to 1.0 represents a large 
correlation.  The results of this analysis are presented in Table 4.  
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Table 4. Test-Retest of the PESS: Spearman’s correlation coefficient for each 
question. 
 
 
For all questions there was a strong positive correlation between the test and the 
retest results of the survey; range ρ = .59 to 1.00.  The correlation coefficient for 
question “l” “I felt a bit rushed” had the lowest correlation coefficient overall 
(ρ=.586) and did not display the same stability as other items when late responses 
were included in the analysis. Due to this, the question was removed from the final 
survey.  
 
 
 
 
Question Spearman’s 
Correlation 
Coefficient 
p  value 
a. The nurse/s were understanding of my 
personal health concerns 
.87 
<0.01 
b. The nurse/s gave me encouragement in 
regard to my health problem 
.79 
<0.01 
c. I felt comfortable to ask the nurse/s 
questions 
.90 
<0.01 
d. My questions were answered in an 
individual way 
.92 
<0.01 
e. I was included in decision-making .77 <0.01 
f. I was included in the planning of my care .64 <0.01 
g. The treatments I received were of a high 
quality 
1.00 
<0.01 
h. Decisions regarding my health care were 
of high quality 
.77 
<0.01 
i. The nurse/s were available when I needed 
them 
.65 
<0.01 
j. The nurse appointment times were when I 
needed them 
.73 
<0.01 
k. The nurse/s spent enough time with me .75 <0.01 
l. I felt a bit rushed .59 <0.01 
m. I was confident with the nurse/s’ skills .90 <0.01 
n. The nurse/s were very professional .90 <0.01 
o. Overall, I was satisfied with my health care .74 <0.01 
p. The care I received from the nurse/s was 
of high quality 
.92 
<0.01 
q. Able to understand your illness .82 <0.01 
r. Able to cope with your illness .79 <0.01 
s. Able to take care of yourself at home .70 <0.01 
t. Confident about your health .63 <0.01 
u. Able to help yourself .81 <0.01 
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2.  Alternate Form reliability 
Of the 60 pairs of surveys sent to patients, 14 pairs were returned, a 23% response 
rate. Of these pairs, two were excluded from the data analysis due to 
inconsistencies in their completion of the surveys. This resulted in 20% of 
potential participants included in the final analysis.   
Analysis included only those questions on both the original draft survey and the 
final draft.  IBM SPSS Statistics 20 was used to calculate the Spearman’s correlation 
coefficient for each of these questions.  Results of the analysis are presented in 
Table 5.   
Table 5. Alternate Form of the PESS: Spearman’s correlation coefficient for each 
question. 
 
There was a strong positive correlation (range ρ = .59 to 1.00) between all but one 
question; there was a moderate correlation between question “p” on the original 
survey and the same reworded question (question “s”) on the new survey (ρ= .49). 
Question Spearman’s 
Correlation 
Coefficient 
p value 
a. The nurse/s were understanding of my personal 
health concerns 
.59 
 0.05 
b. The nurse/s gave me encouragement in regard to 
my health problem 
.63 
 0.03 
d. My questions were answered in an individual 
way 
.97 
<0.01 
e. I was included in decision-making .85 <0.01 
f. I was included in the planning of my care .77 <0.01 
g. The treatments I received were of a high quality             1.00 <0.01 
h. Decisions regarding my health care were of high 
quality 
.81 
<0.01 
i. The nurse/s were available when I needed them .99 <0.01 
j. The nurse appointment times were when I 
needed them 
           1.00 
<0.01 
o. Overall, I was satisfied with my health care .67  0.02 
p. The care I received from the nurse/s was of high 
quality 
           1.00 
<0.01 
q. Able to understand your illness .92 <0.01 
r. Able to cope with your illness .81 <0.01 
s. Able to take care of yourself at home              .49  0.12 
t. Confident about your health            1.00 <0.01 
u. Able to help yourself            1.00 <0.01 
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Due to this finding the wording of the response for this question from the original 
survey (“Able to keep yourself healthy”) was retained for the final survey.  
The Patient Enablement and Satisfaction Survey (PESS) 
The PESS is comprised of 20 questions; 15 exploring patient satisfaction and 5 
specific to enablement.  There is also a free text area, where patients are invited to 
make further comments or provide ideas about how access to, or provision of, 
nursing care can be improved in the general practice. There is a space for patients 
to provide their reason for seeing the nurse, to help to make sense of responses. 
For example someone who attends for a flu vaccination might find questions 
regarding enablement not applicable.   
The questions in the patient experience section of the survey and the element of 
the patient-nurse interaction which each is intended to measure are provided in 
Table 6.  There are a total of 15 items. The total range of scores is 15 to 75; 15 
represents the lowest satisfaction score available and 75 represents the highest.  
Responses are in the form of a five-point Likert scale, enabling measurement of not 
only the patient’s opinion but also the intensity of this opinion (de Vaus 1995).  
Each ‘Strongly agree’ answer is given a score of five. Therefore if someone 
answered ‘Strongly agree’ to each question, the total score would be 75, indicating 
a high level of satisfaction with their experience. Each ‘Strongly disagree’ answer is 
given a score of one (as indicated beside the box). If someone answered ‘Strongly 
disagree’ to each question the total score would be 15, indicating a very low level 
of satisfaction with their experience. 
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Table 6: Patient experience questions and the elements of patient-nurse interaction 
being measured. 
Question                                                                                                 Measure 
a. The nurse/s were understanding of my personal 
health concerns 
 
 Affective support 
b. The nurse/s gave me encouragement in regard to 
my health problem 
c. I felt comfortable to ask the nurse/s’ questions  
Health information d. My questions were answered in an individual way 
e. I was included in decision-making  
Decisional control f. I was included in the planning of my care 
g. The treatments I received were of a high quality  
Professional/ 
Technical competencies 
h. Decisions regarding my health care were of high 
quality 
i. The nurse/s were available when I needed them  
Access to health care j. The nurse appointment times were when I needed 
them 
k. The nurse/s spent enough time with me Time 
l. I was confident with the nurse/s’ skills  
Professionalism m. The nurse/s were very professional 
n. Overall, I was satisfied with my  health care  
Overall satisfaction o. The care I received from the nurse/s was of high 
quality 
 
The patient enablement section of the PESS is provided in Table 7.  The possible 
range of scores is zero to 10.  The answers are in the form of a three-point Likert 
scale, with options of same or less, better, much better, more, much more or not 
applicable. An answer of much better or much more in response to each question 
will score a total of 10, indicating a positive effect of patient enablement.  An 
answer of either same or less in response to each question will score zero, 
indicating no patient enablement. The ‘Not applicable’ option is given a score of 
zero. 
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                                           Table 7: Patient enablement section of the PESS 
As a result of seeing the nurse/s, do you feel 
you are: 
p. Able to understand your illness 
q. Able to cope with your illness 
r. Able to keep yourself healthy 
s. Confident about your health 
t. Able to help yourself 
 
Discussion 
Design of additional questions 
The addition of questions regarding nurses’ professionalism and skills were 
reflective of previous research, which indicates that the technical skills and 
professionalism of nurses are important to patients (Parker, Forrest et al. 2011).  
Williams and Jones (2006) emphasised the fact that time is important to patients, 
both in terms of having enough time to discuss their needs and health problems. 
This too was reflected in the patients’ feedback and subsequent addition of 
questions regarding time. 
Validity 
The refinement and validation of the survey through focus groups and in-depth 
interviews with patients, and feedback from practice nurses is consistent with the 
principles of consumer and community participation in health care research, 
which ensure that the views and needs of health care clients are embedded within 
research and the resulting health care tools and outcomes (National Health & 
Medical Research Council (NHMRC) and the Consumers’ Health Forum of Australia 
2002). Application of this philosophy to the development of the PESS increased the 
likelihood that the questions included were appropriate for general practice 
patients, reflecting their experience of care provision, and that the survey’s 
construction and language were also appropriate. 
Feedback from patients through in-depth interviews ensured that the questions 
were being interpreted in the way they were intended. Amending the survey in 
accordance with this feedback strengthened the validity of “factual reporting” 
(Fowler 2002). Feedback from general practice nurses on the usefulness of the 
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survey as a measure of patients’ experiences and outcomes of nursing care in 
general practice strengthened its face validity (Nutbeam and Bauman 2006).  
Hilton et al believe that to force respondents to identify a response on all items 
decreases the validity of their answers (Hilton, Bugden et al. 2001). The addition of 
a ‘not applicable’ response in the first section of the survey addressed this. 
Reliability 
The reliability of the survey was established using two methods: test-retest and 
alternate form. Test-retest is a commonly used method of establishing reliability 
by exploring the stability of participants’ answers over time, but is sensitive to 
both memory effects and changes in the experiences of participants in the 
intervening time between surveys (Pedhazur 1984).  Despite choosing a time 
period (1-2 weeks) that previous research has suggested minimises these effects, 
some participants in the current study still reported on two separate episodes of 
care. To help address this issue, and to examine how the PESS compared with the 
original validated instruments, alternate form reliability testing was also 
employed. Whilst there was some variability in the strength of the reliability 
coefficients, all questions that remained in the final survey fell within a range 
considered to be acceptable (Cohen 1988). 
Previous research has observed patient enablement as an outcome of medical care 
in general practice, but not in regard to nursing care (Howie, Heaney et al. 1999; 
Mercer, Fitzpatrick et al. 2007; Mead, Bower et al. 2008; Mercer, Jani et al. 2012).  
Similarly, patient satisfaction with medical care has been observed (Baker and 
Streathfield 1995; Alazri and Neal 2003), and more recently with nursing care in 
Australia (Halcomb, Caldwell et al. 2011; Mahomed, St John et al. 2012). The PESS 
provides a tool to deepen our understanding of these health outcomes in terms of 
nursing care. 
Limitations 
A potential issue for patient evaluation of nursing care in Australian general 
practice is the degree of heterogeneity of small samples obtained from individual 
practices. However, the use of small groups from individual practices in the 
development of the survey was consistent with the way it is most likely to be used 
in practice.  Whilst this heterogeneity is at times recognised as a weakness, Patton 
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(1987) acknowledges its strength, as “by including in the sample individuals the 
evaluator determines have had quite different experiences, it is possible to 
describe more thoroughly the variation in the group and to understand variations 
in experiences, while also investigating core elements and shared 
outcomes”(Patton 1987:53).   
The small number of patients from whom feedback was gained (n= 14) is a 
limitation, as is the number who responded to the “test-retest” (n = 22) and 
“alternate form” (n= 12).  The time and resources available for this project limited 
the capacity to recruit more participants. This also affected the capacity to gain 
views of patients from a greater variety of areas (such as remote areas) and 
backgrounds, such as Aboriginal and Torres Strait Islanders. 
Conclusion 
The Patient Enablement and Satisfaction Survey (PESS) was designed to ensure: 
the questions were in a language that was familiar and understandable to general 
practice patients; that it provided sufficient options for them to record their 
experiences and opinions; and that it covered issues that were important to the 
measurement of outcomes of nursing care in general practice.  The methods 
utilised successfully produced a valid and reliable survey specifically designed for 
Australian general practice, reflective of the needs of patients accessing nursing 
services in this setting. The results of this survey are simple to analyse and 
understand. This survey provides an effective tool for the evaluation of nursing 
care in Australian general practice. 
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Abstract 
Background 
Nursing roles in general practice have undergone significant expansion,   but as yet 
there are few tools to measure the quality of nursing care in general practice. This 
study piloted the Patient Enablement and Satisfaction Survey (PESS) to evaluate 
two aspects of quality of care in this setting.   
Methods 
Participants were patients attending  nurse-led general and chronic-disease clinics 
in two general practices  The survey was posted to 180 consecutive patients 
attending these clinics over one week (response rate, 28% for general clinic, 40%  
chronic diseases clinic; n= 57).  Scores were calculated for enablement and 
satisfaction and free text comments were analysed. Comparisons were made 
between patients who had attended the general clinic for influenza vaccination and 
for other conditions, and those who attended the chronic diseases clinic. 
Findings 
Overall results indicate high levels of satisfaction (M= 68.3/75 SD= 8.1) and 
moderate enablement (M=4.7/8 SD= 3.2).  Significant differences were observed 
between satisfaction scores for patients attending the chronic disease clinic and 
the general clinic for influenza vaccinations alone, and between those attending 
the general clinic for influenza vaccinations   versus treatment of other 
conditions.  Patients attending the chronic disease clinic had higher enablement 
scores than patients receiving influenza vaccinations at the general clinic.   
Analysis of free-text comments in the survey supported these findings. 
Conclusion 
All patients reported satisfaction with nursing care. Patients receiving chronic 
disease management reported high levels of enablement. This pilot indicated that 
the PESS can distinguish between two aspects of the quality of nursing care that 
may impact on patient outcomes.    
Keywords: Practice nurses; patient satisfaction; patient enablement; general 
practice 
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Background 
The role of nurses in general practice has expanded internationally since the 1990s 
and more recently in Australia. Whilst initial Australian government policy 
initiatives incentivised the employment of nurses in general practice (NiGP) and 
associated task orientated roles (Australian Government Department of Health 
and Ageing, 2012; Patterson, Del Mar, & Najman, 1999; Pearce, Hall, & Phillips, 
2010), the most recent Practice Nurse Incentive Program (PNIP) (Australian 
Government: Department of Human Services, 2013) was designed to make nurses’ 
roles more responsive to patients’ and community needs (Australian Goverment, 
2010). NiGP are able to take on more autonomous roles, often providing complete 
episodes of care (Joyce & Piterman, 2010; Merrick, Duffield, Baldwin, Fry, & Stasa, 
2012a).  Evaluation of this care is an essential quality assurance activity in the 
interests of patients and the community, results from which can inform future 
policy initiatives regarding models of care in general practice.   
Isolating the contribution of   nurses working in general practice to health 
outcomes is difficult, since so much care in general practice is co-contributed by 
nurses and doctors.   Studies of the roles of practice nurses indicate that key 
features are a focus on the patient through education, continuity of care and 
clinical work, often in ways that are responsive and less time-limited than medical 
care (Phillips et al., 2009). This suggests that patient reports of satisfaction with 
care, and enablement (the state of being more able to manage one’s own care) may 
be two aspects of quality that are particularly relevant to capturing some of 
nurses’ contributions to good clinical care. Campbell et al (2000) identify 
satisfaction and enablement as key indicators of quality in health care. At the same 
time, we acknowledge that quality in care is multidimensional and that both 
satisfaction and enablement are two components of a larger multidimensional 
construct (Australian Commission on Safety and Quality in Health Care (2012).   
Pascoe defined patient satisfaction as “a health care recipient’s reaction to salient 
aspects of the context, process, and result of their service experience” (Pascoe, 
1983). Patients’ satisfaction with health care is the end result of a complex process, 
involving a number of factors (Calnan, 1988; Edwards, Staniszweska, & Crighton, 
2004; Williams, 1998).  In studies in New Zealand and Australia using a 21-item 
General Practice Nurse Satisfaction Scale, consumers demonstrated a high level of 
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satisfaction with general practice nurses (Halcomb, Caldwell et al, 2011); those in 
New Zealand who attended more than 4 visits reported higher levels of 
satisfaction (Halcomb, Davies, & Salamonson, 2014).   
Mahomed et al (2012) described the process of establishing patient satisfaction 
with nurse-led chronic disease management in general practice.  Once patients 
have determined that their care needs can be met by a nurse, they begin the 
process of “forming a relationship” with the nurse to manage the chronic disease.  
Whilst patient satisfaction is an important contributor to a thorough and balanced 
evaluation of health care provision, due to its small effect size it needs to be 
“considered as one of several sources of information” in an evaluation framework 
(Pascoe, 1983).  
Patient enablement has been defined as “a professional intervention by which the 
health care provider recognises, promotes and enhances patients’ ability to control 
their health and life” (Hudon, St-Cyr Tribble, Bravo, & Poitras, 2011:143). The 
concepts of enablement and empowerment overlap, with some referring to 
empowerment as an outcome of enablement. The underlying assumption is that 
there is a hierarchy of power and the aim of enablement is to transfer power from 
the health provider to the patient, arming them with the means, ability and 
opportunities to look after their health (Stamler, 1996). Patient enablement is 
conceptually distinct from satisfaction (Howie, Heaney, Maxwell, & Walker, 1998). 
Enablement is aligned with the patient-centred model of care due to the shared 
attributes which consider the person as a whole, the therapeutic relationship and 
the emphasis on supporting patient control of decision making (Hudon, et al., 
2011). 
These outcomes provide insightful measures of patients’ perceptions of the 
processes of care delivery and their sense of empowerment resulting from 
increased knowledge, understanding and improved capacity for managing illness. 
Both measures have been identified as robust indicators of quality (Campbell, 
Roland, & Buetow, 2000; Howie, Heaney, & Maxwell, 1997; Pascoe, 1983), 
improved patient compliance with recommended treatment regimens (Donovan, 
1995) and improved patient-rated (Mercer, Neumann, Wirtz, Fitzpatrick, & Vojt, 
2008) and clinical outcomes (Alazri & Neal, 2003; Hudon, et al., 2011). 
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A number of factors have been identified that influence both patients’ satisfaction 
and enablement resulting from general practitioner (GP) care, including a positive 
correlation with the duration of consultation, how well patients know the doctor 
and the size of a general practice list (Howie et al., 1999; Mercer, Fitzpatrick, 
Gourlay, & Gaby, 2007). In line with these findings is the view of patients that a 
lack of time constrains the quality of care provided in general practice (Mercer, 
Cawston, & Bikker, 2007).  Patients’ health conditions and frequency of 
consultation (Mead, Bower, & Roland, 2008; Potiriadis et al., 2008), age and gender 
(Mead, et al., 2008; Potiriadis, et al., 2008) have also been found to influence 
patient satisfaction and enablement.  However, insight into patients’ satisfaction 
and enablement resulting from the care of NiGPs is limited (Mahomed, 2012; 
Halcomb, 2011; Hoare, Mills, & Francis, 2011). The only study to date examining 
patient satisfaction with general practice nursing care in Australia found that 
overall, patients were satisfied with the care provided, with patients younger than 
49 years and females being significantly more satisfied (Halcomb, Caldwell, 
Salamonson, & Davidson, 2011).  
The development, validation and reliability testing of the Patient Enablement and 
Satisfaction Survey (PESS); have been described previously (Desborough, Banfield, 
& Parker, 2013).  The aim of this paper is to describe the results of the pilot study 
in two Australian general practices to provide insight into the practical application 
of the tool.  
Methods 
Instrument 
The Patient Enablement and Satisfaction Survey (PESS) was developed and 
validated as a tool to measure the outcomes of nursing care in Australian general 
practice (Desborough, et al., 2013). The survey has three sections, one with 
questions specific to satisfaction (15 questions), one specific to enablement (5 
questions) and a free text section where patients can provide additional feedback 
in response to the following question: “Do you have any comments you would like to 
make, or ideas about how we can improve access to the nurses or provision of 
nursing care in our general practice? E.g. waiting times, staff attitudes, education, 
office space ….”  The highest possible score, indicating high satisfaction was 75 and 
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the lowest possible score 0. The highest possible score, indicating much improved 
enablement was 10 and the lowest 0. However, for this analysis, the highest 
possible score for enablement was 8, as the answers to one question in the pilot 
survey, which was found to be unreliable when tested, were removed from the 
final dataset (Desborough, et al., 2013).   
Ethical approval 
Ethical approval was obtained from the University Human Research Ethics 
Committee for this research and consent obtained in accordance with this.  
Recruitment 
Patients were recruited from two general practices: Practice 1 (the General Clinic) 
was an urban practice employing 13 GPs, seven nurses, a practice manager and 4 
receptionists where patients had attended a general nurse-led clinic. The clinic was 
staffed by four registered nurses over the period for which patients were recruited. 
One nurse had worked there four years, one three years and two for two years.  
Practice 2 (the Chronic Disease Clinic) employed five GPs and four nurses, a 
practice manager and two receptionists.  Patients recruited from this practice had 
attended a nurse-led Chronic Disease Clinic for management of either chronic 
obstructive pulmonary disease (COPD) or diabetes. This clinic had been running 
for two to three years and was run by one registered nurse, who undertook all 
consultations. This nurse had worked at the practice for 13 years.  
Sample 
Surveys were posted to 120 consecutive patients who received nursing care at the 
General Clinic (Practice 1) and 60 at the Chronic Disease Clinic (Practice 2) during 
one week in April 2012. Surveys were accompanied by an information sheet 
describing the purpose of the study, the voluntary nature of patients’ participation 
and a reassurance that their responses would remain anonymous and not 
provided to the general practice. All patients were asked to consider the last time 
they received nursing care at their general practice and, with that in mind, to 
complete the survey.  This time frame and sample size were limited due to time 
constraints imposed by the project. 
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Data analysis 
Quantitative data were analysed using IBM Statistical Packages for the Social 
Sciences (SPSS) 20 (SPSS Inc., Chicago, IL, USA).  Descriptive statistics were 
obtained and independent-samples t-test was conducted to compare the mean 
satisfaction and enablement scores.  We tested for the normality of the original 
satisfaction data. We acknowledge that there was a slightly negative skewness in 
the satisfaction score, but it did not have significant impact on t-test results.  
In order to make comparisons between outcomes for the treatment of acute and 
episodic conditions and chronic disease management, comparisons were 
established between satisfaction and enablement scores of those attending the 
Chronic Disease Clinic compared with those attending the General Clinic for (a) 
influenza vaccination alone and (b) treatment other than influenza vaccination.  
Data storage and analysis of free text comments was supported using NVivo 9 
(QSR International).  Content analysis of these data in the first instance consisted 
of a deductive approach, coding in terms of the four example themes suggested in 
the free text section: waiting times, staff attitudes, education and office space.  
Following this an inductive approach was taken, interrogating for other concepts 
emerging within the texts, manifest or implicit, reflective of satisfaction or 
enablement (Yardley & Marks, 2004).  
The presence of two sources of data in the survey (Likert scale responses to 
questions regarding patient satisfaction and enablement and comments made in 
the free text section) required consideration in regard to analysis and integration. 
In the first instance each data set was analysed and examined separately. Secondly, 
free text comments were examined in search of dominant themes and the 
relationship between these and satisfaction and enablement scores.   The findings 
were then integrated and discussed (Guest, 2013). 
Results 
Responses were received from a total of 57 participants: 33 from the General 
Clinic, Practice 1 (Response rate: 28%), and 24 from the Chronic Disease Clinic, 
Practice 2 (Response rate: 40%). Table 1 presents the reasons for attendance 
among respondents of this survey.  Attendees of the Chronic Disease Clinic 
attended for diabetes (12) and COPD (12).  The majority of attendances to Practice 
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1 were for seasonal influenza vaccination.  Attendances for infant immunisation 
were relatively under-represented, even though this is a major part of nursing 
work, because of low response rates among parents of these children.  
Table 1: Reasons for seeing the nurse 
Reason for attendance  N (%) 
Chronic disease management 
   Diabetes 
   COPD 
 
12 (21) 
12 (21) 
Immunisation 
   Influenza 
   Infant 
 
15 (26) 
  1  (2) 
Wound management   4  (8) 
Point of care tests or injections   4  (8) 
Health check up   2  (2) 
Other   7 (12) 
 
Participants’ reasons for seeing the nurse spanned the range of roles undertaken 
by NiGPs in Australia (Australian Medicare Local Alliance, 2012), although the 
small sample size, selection of participants from the Chronic Disease Clinic and 
lack of representation of infant immunisations might have skewed the distribution.  
Patient satisfaction 
The mean satisfaction score of 68.3/75 (SD= 8.1) for all participants indicated a 
high level of satisfaction with the care received from the NiGPs.  There was a 
significant difference in mean satisfaction scores for patients attending the Chronic 
Disease Clinic (M = 72.3; SD = 4.9) and patients attending the General Clinic for 
influenza vaccinations alone (M = 61.5; SD= 6.3), t (36) = 4.335; p = .000. Similarly 
there was a significant difference between scores for patients attending the 
General Clinic for treatment other than influenza vaccinations (M = 61.5; SD = 6.3) 
and those receiving influenza vaccinations alone (M = 68.67; SD = 6.33), t (31) = 
2.956; p = .007.  
Comments in the free text section of the PESS were received from 32 participants.  
The comments were reflective of two domains underpinning satisfaction: 
perceptions of the professionalism of nurses and accessibility 
“Their knowledge is extremely professional with a broad spectrum.”(Participant 4) 
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 “Access and quality is of a very high standard. In my experience I feel it would be 
hard to better it.”(Participant 22) 
Two comments, one from each clinic, referred to unexpected and extended care 
provided by the nurses: 
“I never expected the type of "on-going" concern that they offer” (Participant 1).  
“English is my second language and every single time nursing staff have gone out of 
her way to help out with any issues regarding my health  (Participant 33) 
The only comments indicating dissatisfaction were from patients attending the 
general clinic and were with regard to waiting times: 
I was disappointed with [the] waiting time. Nurse was running half an hour overtime, 
which caused me a problem as my appointment was mid-morning and I had to try to 
fit it in between jobs. Nurse did not seem to care nor did she apologise. (Participant 
56) 
Despite this negative experience, this participant, who had attended the General 
Clinic for an influenza vaccination was overall satisfied with the care received, with 
only one response indicating dissatisfaction, which was in response to the question 
“The appointment times were when I needed them”.  Hence, despite this 
participant’s negative experience in regard to waiting, they were still satisfied with 
the overall experience.   
Enablement 
The mean enablement score for all participants was 4.7/8 (SD= 3.2).  There was a 
significant difference in mean enablement scores for patients attending the 
Chronic Disease Clinic (M = 5.9; SD= 2.6) and patients receiving influenza 
vaccinations at the General Clinic (M = 2.2; SD= 3.1), t (36) = 4.615; p = .000. 
Similarly, there was a significant difference between the patients attending the 
General Clinic for treatment other than influenza vaccination (M = 5.2; SD = 2.6) 
and those receiving influenza vaccinations (M = 2.2; SD= 3.1, t (31) = 3.393; p = 
.002.  
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Examination of free text comments identified the following themes: gaining of 
confidence, Improved chronic disease management; and information provision.   
One participant referred to the impact of the nurse’s care on her grand-daughter, 
who had been afraid to receive an immunisation: 
“… the nurses were very professional and very kind. My granddaughter has gained a 
lot of confidence in regard to medical treatment due to their kindness.” (Participant 
30) 
The benefit of nursing care for the management of chronic conditions was 
highlighted: 
“Better management of my chronic conditions which are up dated at regular 
intervals at the surgery and home visits. This is an innovation I find is very good for 
patients’ welfare.” (Participant 31) 
Information provision was referred to by patients attending the general clinic, 
both in terms of its provision and its omission: 
“Despite the fact I had been having these injections for many years, she explained 
everything, including possible side effects etc.” (Participant 57) 
“When I have received the fluvax previously in my workplace, I have been provided 
with an information fact sheet about the vaccination. Even though I have received 
the vaccination before, if would be helpful to have access to the fact sheet (as it has 
been 12 months since the last vaccination).” (Participant 54) 
Seven of the 13 participants whose responses to enablement resulted in a score of 
zero provided free text comments.  Of these, two comments from patients 
attending the general clinic, indicated dissatisfaction: one with time and one with 
lack of information provision, described above.  Apart from these, comments from 
participants who recorded scores of zero for enablement were either neutral or 
very positive: 
 “I am more than satisfied with the standard I already receive.”(Participant 12) 
Discussion 
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Overall, the patients in this study reported high levels of satisfaction with the care 
they received from NiGP.  Levels of satisfaction and enablement differed between 
clinics and between patients. Highest mean satisfaction and enablement scores 
were reported by patients attending the Chronic Disease Clinic.  Lowest levels for 
both measures were reported for those attending the General Clinic for influenza 
vaccinations.  
The high levels of satisfaction with NiGP care found in this study were similar to 
those found in previous Australian research (Halcomb, et al., 2011).  Patient 
satisfaction with nursing care is underpinned by a number of factors, including 
‘continuity of care’ (Mahomed, et al., 2012), highlighted in our study through 
comments referring to nurses’ “ongoing concern”. This ongoing concern was also 
reflective of the themes identified in a study of New Zealand general practice 
nurses of “being valued” and “developing relationships”  (Halcomb, Peters, & Davies, 
2013:30). Patients’ emphasis on nurses’ professionalism and quality of care 
highlight their “confidence with the practice nurse role” (Halcomb, et al., 2013:30).  
Satisfaction with “accessibility” (Halcomb, et al., 2013:30) was also reinforced in 
our study.  
Patient satisfaction is a key indicator of quality health care (Shaw & Kalo, 2002). 
Coupled with high levels of enablement, particularly for patients receiving chronic 
disease management, these findings provide some validation of the introduction of 
nursing roles into general practice and bode well for these patients’ subsequent 
understanding of and ability to implement recommended health regimes 
(Donovan, 1995; Stamler, 1996) as well as implying improved clinical outcomes 
(Alazri & Neal, 2003; Hudon, et al., 2011).   
Differences observed in responses for those receiving influenza vaccinations as 
opposed to those receiving chronic disease management is reflective of the care 
provided in accordance with health care need.  Provision of health information and 
education specific for chronic conditions is likely to involve longer-term contact 
with the patient than one-off provision of influenza vaccinations (Mahomed et al 
2012; Hegney et al, 2013). An assumption is made that the requirements of a 
consultation for an influenza vaccination are simple, and hence enablement is not 
an expected outcome. However, the comment made by one participant stating a 
wish for the provision of a fact sheet at the time of receiving the influenza 
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vaccination highlights the need for health information and provision for all 
consultations.  
Of significant influence on general practice nursing in Australia is the business 
model underpinning general practice itself Phillips et al (2007).  The delivery of 
chronic disease clinics relies on the Medicare Benefits Schedule (MBS) Chronic 
Disease Management items.  These require an intense review of disease 
management and a detailed patient history, both requiring considerable time.  
Efficient businesses devolve this element of care to nurses and then have patients 
visit the GP for a short consultation to review the assessment by the nurse and 
claim the item number.  Hence, the results might reflect the impact of time.  Whilst 
the length of nurse consultations was not measured in this study, overall, patients 
attending the Chronic Disease Clinic reported high levels of satisfaction with the 
length of time nurses spent with them.  One of the known benefits that nurses 
bring to general practice is the time they spend with patients (Mahomed, et al., 
2012; Phillips et al., 2007). Mahomed’s study examining patient satisfaction with 
NiGPs delivering chronic disease management emphasised that time spent with 
patients is critical to building rapport; the length of time spent in consultation and 
time to communicate (Mahomed, et al., 2012). This is supported by other research 
examining the feasibility, acceptability and sustainability of nurse-led chronic 
disease care in Australian general practice (Hegney, Patterson, Eley, Mahomed, & 
Young, 2013), in which patients emphasised the “importance of time” (Hegney, et 
al., 2013:57) with NiGPs in terms of the quality of consultations.  The higher scores 
of patient enablement for patients attending the Chronic Disease Clinic in the 
current study can be paralleled with enhancements to “patient self-management” 
(Hegney, et al., 2013:56).  
Patients receiving influenza vaccinations at the General Clinic were required to pay 
for this nursing service, unless they were over the age of 65 years, pregnant or of 
Aboriginal or Torres Strait Islander descent.  Those receiving influenza 
vaccinations at the Chronic Disease Clinic incurred no charge. The only complaints, 
of which there were two, voiced in the free text section of the PESS, were made by 
people who received influenza vaccinations at the General Clinic, both of whom 
referred to their employment; it was likely that they had paid for this service.  The 
influence of fee for service on patient satisfaction and enablement is something 
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that, to date, has not been examined in regard to NiGP care in Australia; however 
future research regarding this is warranted. 
Our findings on enablement present a contrast to UK-based research in relation to 
GPs where patients consulting GPs for long-standing illness or disability scored 8% 
lower for enablement than patients consulting for short term conditions (Mead, et 
al., 2008:350).   These researchers found patients’ health status to be “an 
important independent predictor of enablement” (Mead, et al., 2008:350).     In 
regard to satisfaction, Australian patients who “rated their health more highly” 
reported higher satisfaction with GP care (Potiriadis, et al., 2008). The differences 
in responses might be reflective of the nature of nurse-delivered primary care or 
again, the planning of care provision in Australian general practice, influenced by 
the current funding model.   
Differences in responses seen between the Chronic Disease Clinic and the General 
Clinic might be associated with the continuity of care provided by one nurse in 
contrast with random allocation to one of four nurses at the general clinic. 
Continuity of provider was found to provide “a more effective platform for 
delivering enabling care, over and above the benefits of good communication 
skills”(Mead, et al., 2008:350). It has also been associated with patient satisfaction 
with GP care in Australia and overseas (Cheraghi-Sohi et al., 2008; Davey, Carter, & 
Campbell, 2012; Potiriadis, et al., 2008).  The value of an ongoing relationship with 
NiGPs (Elizabeth Halcomb, et al., 2013) and “continuity over time” (Mahomed, et 
al., 2012) have been described in previous Australian research.   
The presence of a free text area in the PESS was valuable in terms of providing 
further insight into overall patient scores.  Despite a negative experience at some 
point in the patient journey, it was still possible for these same patients to report 
an overall satisfying experience.  The wording of the free text question was 
thought to prompt participants’ responses and for this reason was subsequently 
changed in version 2 (v.2) of the PESS to read, “Do you have any further comments?” 
The emergence of themes underlying satisfaction and enablement in the free text 
section of the PESS (professionalism  access  confidence, improving chronic 
disease management and information-giving ) were reflective of research 
examining the key attributes and patients’ priorities in primary health care 
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(Cheraghi-Sohi et al., 2006; Cheraghi-Sohi, et al., 2008) further validating the 
PESS’s capacity to measure these outcomes in general practice.  
A number of factors not examined in this study have been linked to patient 
satisfaction and enablement. For example, the age of general practitioners 
influences patient satisfaction; as GPs age increases, so do patients’ satisfaction 
with their care (Baker & Streathfield, 1995). The influence of nurses’ age on 
patient satisfaction and enablement is unknown.  In 2012 the dominant age-group 
of NiGPs was 50 to 59 years (Australian Medicare Local Alliance, 2012). 
Examination of the influence of this factor on patient satisfaction and enablement 
could contribute to our understanding of quality outcomes of nursing care.   
Characteristics of general practices associated with patient satisfaction and 
enablement with medical care include smaller practices and personal list systems 
(Baker & Streathfield, 1995; Howie, et al., 1999:740).  With the trend in Australia 
following that from other countries, towards larger practices that provide a broad 
range of services, including access to nursing care, it is important that the impact 
this might have on the outcome of patients’ satisfaction and enablement as 
outcomes of NiGP care. 
Limitations 
The small number of participants and lack of information about non-respondents 
limited the capacity to draw strong conclusions from the findings; however, insight 
into the use and strengths of the PESS was gained and areas for future exploration 
identified.  The small number of nurses limits the generalisability of our findings, 
although the ability to draw comparisons in terms of continuity of provider was of 
value. The participants in this study were from areas not identified as being 
subject to socioeconomic disadvantage, hence these results cannot be generalised 
to populations other than those included.  Acknowledgement of the ‘ceiling effect’ 
(Bradley et al., 2000; Lewis-Beck, Bryman, & Futing Liao, 2004) is important as 
patients’ level of satisfaction prior to seeing the nurses was unknown. To 
somewhat address this and to make further sense of survey responses a question 
regarding self-rated health status has been included in PESS v.2. Finally, self-
selection bias is always a potential influence in survey studies, resulting in 
participation of those who are more satisfied with care. 
 281  
The age and gender of patients has been found to influence patient satisfaction and 
enablement (Mercer, Reilly, & Watt, 2002; Potiriadis, et al., 2008); however the 
format of the PESS limited our ability to examine this.  The PESS v.2 includes these 
variables and will improve the capacity to provide insight into these influences. 
Conclusion 
All of the patients in this study reported satisfaction with nursing care, with higher 
levels of both satisfaction and enablement reported by patients receiving chronic 
disease management than those receiving care for acute and episodic conditions or 
influenza vaccinations.  These findings add to previous evidence validating the 
presence of nurses in general practice, highlighting the value they bring to 
patients.  This evidence provides a foundation upon which these roles can be 
developed and optimised.  
 
References 
Alazri, M. H., & Neal, R. D. (2003). The association between satisfaction with 
services provided in primary care and outcomes in Type 2 diabetes mellitus. 
Diabet Med, 20(6), 486-490. 
Australian Commission on Safety and Quality in Health Care (ACSQHC). (2012). 
Practice-level indicators of safety and quality for primary health care specification. 
Retrieved from http://www.safetyandquality.gov.au/wp-
content/uploads/2012/02/Practice-level-indicators-for-primary-health-care-
specification-V1.0-October-2012.pdf. 
Australian Goverment. (2010). National Health Reform: supporting practice 
nurses. National Health Reform  Retrieved 3 October, 2011, from 
http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/facts
heet-gp-04 
Australian Government Department of Health and Ageing. (2012). MBS Primary 
Care Items History of key MBS primary care initiatives 1999-2010. Programs and 
Initiatives > Programs and Initiatives  Retrieved 28th February, 2013, from 
 282  
http://www.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycar
e-History 
Australian Government: Department of Human Services. (2013). Practice Nurse 
Incentive Program (PNIP).   Retrieved 6th July, 2013, from 
http://www.medicareaustralia.gov.au/provider/incentives/pnip.jsp 
Australian Medicare Local Alliance. (2012). 2012 General Practice Nurse National 
Survey Report. Canberra: Australian Medicare Local Alliance. 
Baker, R., & Streathfield, J. (1995). What type of general practice do patients 
prefer? exploration of practice characteristics influencing patient satisfaction. 
British Journal of General Practice, 45(654-659). 
Bradley, C. P., Crowley, M., Barry, C., Stevenson, F. A., Britten, N., & Barber, N. 
(2000). Patient-centredness and outcomes in primary care. Br J Gen Pract, 50(451), 
149. 
Calnan, M. (1988). Towards a conceptual framework of lay evaluation of health 
care. Social Science and Medicine, 27(927-933). 
Campbell, S. M., Roland, M. O., & Buetow, S.A. (2000). Defining quality of care. 
Social Science and Medicine, 51, 1611-1625. 
Cheraghi-Sohi, S., Bower, P., Mead, N., McDonald, R., Whalley, D., & Roland, M. 
(2006). What are the key attributes of primary care for patients? Building a 
conceptual ‘map’ of patient preferences. Health Expectations, 9(3), 275-284. 
Cheraghi-Sohi, S., Hole, A. R., Mead, N., McDonald, R., Whalley, D., Bower, P., et al. 
(2008). What patients want from primary care consultations: a discrete choice 
experiment to identify patients' priorities. Annals of Family Medicine, 6(2), 107-
115. 
Davey, A., Carter, M., & Campbell, J. L. (2012). Priorities for young adults when 
accessing UK primary care: literature review. Primary Health Care Research & 
Development. 
Desborough, J., Banfield, M., & Parker, R. (2013). A tool to evaluate patients’ 
experience of nursing care in Australian general practice: Development of the 
 283  
Patient Enablement and Satisfaction Survey (PESS). Australian Journal of Primary 
Health, 20 (2), 209 – 215. 
Donovan, J. L. (1995). Patient decision making. The missing ingredient in 
compliance research. International Journal of Technology Assessment in Health 
Care, 11(3), 443-455. 
Edwards, C., Staniszweska, S., & Crighton, N. (2004). Investigations of the ways in 
which patients’ reports of their satisfaction with healthcare are constructed. 
Sociology of Health and Illness 26, 159-183. 
Guest, G. (2013). Describing mixed methods research: an alternative to typologies. 
Journal of Mixed Methods Research, 7, 141. 
Halcomb, E. (2011). Consumers satisfied with general practice nurses. Australian 
Nursing Journal, 18(11), 45 - 49. 
Halcomb, E., Davies, D., & Salamonson, Y. (2014). Consumer satisfaction with 
practice nursing: a cross-sectional survey in New Zealand general practice. 
Australian Journal of Primary Health, publishes online 28 April 2014. 
Halcomb, E., Peters, K., & Davies, D. (2013). A qualitative evaluation of New 
Zealand consumers perceptions of general practice nurses. BMC Family Practice, 
14, 26. 
Halcomb, E. J., Caldwell, B., Salamonson, Y., & Davidson, P. M. (2011). Development 
and Psychometric Validation of the General Practice Nurse Satisfaction Scale. 
Journal of Nursing Scholarship, 43(3), 318-327. 
Hegney, D. G., Patterson, E., Eley, D. S., Mahomed, R., & Young, J. (2013). The 
feasibility, acceptability and sustainability of nurse-led chronic disease 
management in Australian general practice: The perspectives of key stakeholders. 
International Journal of Nursing Practice, 19(1), 54-59. 
Hoare, K. J., Mills, J., & Francis, K. (2011). The role of Government policy in 
supporting nurse-led care in general practice in the United Kingdom, New Zealand 
and Australia: an adapted realist review. Journal of Advanced Nursing, 68 (5), 963 - 
980. 
 284  
Howie, J. G., Heaney, D. J., & Maxwell, M. (1997). Measuring quality in general 
practice. Pilot study of a needs, process and outcome measure. Occas Pap R Coll 
Gen Pract(75), i-xii, 1-32. 
Howie, J. G., Heaney, D. J., Maxwell, M., & Walker, J. J. (1998). A comparison of a 
Patient Enablement Instrument (PEI) against two established satisfaction scales as 
an outcome measure of primary care consultations. Family Practice, 15(2), 165-
171. 
Howie, J. G., Heaney, D. J., Maxwell, M., Walker, J. J., Freeman, G. K., & Rai, H. (1999). 
Quality at general practice consultations:cross sectional survey. British Medical 
Journal, 319, 738-743. 
Hudon, C., St-Cyr Tribble, D., Bravo, G., & Poitras, M. (2011). Enablement in health 
care context: a concept analysis. Journal of Evaluation in Clinical Practice, 17(1), 
143-149. 
Joyce, C. M., & Piterman, L. (2010). The work of nurses in Australian general 
practice: A national survey. International Journal of Nursing Studies, 48 (1), 70 – 80. 
Lewis-Beck, M. S., Bryman, A., & Futing Liao, T. (2004). The SAGE Encyclopedia of 
Social Science Research Methods, available from 
http://srmo.sagepub.com/view/the-sage-encyclopedia-of-social-science-research-
methods/n102.xml 
Mahomed, R., St John, W., & Patterson, E. (2012). Understanding the process of 
patient satisfaction with nurse-led chronic disease management in general 
practice. Journal of Advanced Nursing. 
Mead, N., Bower, P., & Roland, M. (2008). Factors associated with enablement in 
general practice: cross-sectional study using routinely-collected data. British 
Journal of General Practice, 58, 346-352. 
Mercer, S. W., Cawston, P., & Bikker, A. (2007). Patients' view on consultation 
quality in primary care in an area of high deprivation; a qualitative study. BMC 
Family Medicine, 8, 22. 
 285  
Mercer, S. W., Fitzpatrick, B., Gourlay, G., & Gaby, V. (2007). More time for complex 
consultations in a high-deprivation practice is associated with increased patient 
enablement. The British Journal of General Practice, 57, 545. 
Mercer, S. W., Neumann, M., Wirtz, M., Fitzpatrick, B., & Vojt, G. (2008). General 
Practitioner empathy, patient enablement, and patient-reported outcomes in 
primary care in an area of high socio-economic deprivation in Scotland - a pilot 
prospective study using structural equation modelling. Patient Education and 
Counseling, 73(2), 240-245. 
Mercer, S. W., Reilly, D., & Watt, G. C. M. (2002). The importance of empathy in the 
enablement of patients attending the Glasgow Homoeopathic Hospital. The British 
Journal of General Practice, 52, 901-905. 
Merrick, E., Duffield, C., Baldwin, R., Fry, M., & Stasa, H. (2012a). Expanding the role 
of practice nurses in Australia. Contemporary Nurse, 41(1), 133-140. 
Pascoe, G. C. (1983). Patient satisfaction in primary health care: A literature review 
and analysis. Evaluation and Program Planning, 6(3–4), 185-210. 
Patterson, E., Del Mar, C., & Najman, J. (1999). A descriptive study of nurses 
employed by general practitioners in south-east Queensland. Australian Journal of 
Advanced Nursing, 17(2), 13-20. 
Pearce, C., Hall, S., & Phillips, C. (2010). When policy meets the personal: general 
practice nurses in Australia. J Health Serv Res Policy, 15 Suppl 2, 26-34. 
Phillips, C., Dwan, K., Pearce, C., Hall, S., Porrit, J., Yates, R., et al. (2007). Time to 
talk, time to see: Changing microeconomics of professional practice among nurses 
and doctors in Australian general practice. Contemporary Nurse, 26(1), 136-144. 
Phillips, C., Pearce, C., Hall, S., Kljakovic, M., Sibbald, B., Dwan, K., et al. (2009). 
Enhancing care, improving quality: the six roles of the general practice nurse. 
Medical Journal of Australia, 191(2), 92-97. 
Potiriadis, M., Chondros, P., Gilchrist, G., Hegarty, K., Blashki, G., & Gunn, J. M. 
(2008). How do Australian patients rate their general practitioner? A descriptive 
study using the General Practice Assessment Questionnaire. Med J Aust, 189(4), 
215-219. 
 286  
Shaw, C. D., & Kalo, I. (2002). A background of national health policies in health 
systems. Copenhagen: World Health Organisation. 
Stamler, L. L. (1996). Toward a Framework for Patient Education: An Analysis of 
Enablement. Journal of Holistic Nursing, 14(4), 332-347. 
Williams, B. (1998). Patient Satisfaction. Australian Health Consume, 1, 37-38. 
Yardley, L., & Marks, D. (2004). Research Methods for Clinical and Health 
Psychology: SAGE. 
 
 
 
 
 
 
 
 
 
 
 287  
Appendix 3: Participant consent form 
 
AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
RESEARCH SCHOOL OF POPULATION HEALTH Canberra ACT 0200 Australia 
COLLEGE OF MEDICINE BIOLOGY AND THE ENVIRONMENT T: +61  2  6125  0766 
 F: +61  2  6125  0525 
 W: http://aphcri.anu.edu.au 
 CRICOS Provider No. 00120C 
                                                                                                                                ANUHREC 
protocolnumber2013/344 
Consent to Participate in Research 
 
I, .................................................................................................., have been invited to 
participate in the above study, which is being conducted under the direction of Ms 
Jane Desborough, Australian Primary Health Care Research Institute. 
 
a. I have received and read the attached ‘Participant Information Sheet’ and 
understand the general purposes, methods and demands of the study. All of my 
questions have been answered to my satisfaction.  
b. I understand that participation is completely voluntary and that I may choose to 
withdraw my general practice from the study at any time. If I decide to do this, all 
information relating to the practice and patients will be destroyed and will not be 
used in the study. 
c. I understand that the ACT Medicare Local will provide each participating practice 
with $100 in recognition of participation and as a reimbursement for any 
inconvenience. 
d. I understand that information from my general practice will not be analysed 
individually. It will be aggregated with information from other practices for data 
analysis.  All information will remain confidential as far as the law allows. 
e. I understand that all data will be stored securely on a password protected 
computer and that data will only be accessible to the research team. 
Project Title: Outcomes of nursing care in Australian general practice              
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f. I understand that the findings from this study will be used to write a report and 
may be published in peer reviewed journals. Participants will not be identifiable in 
any publications. Data will be kept for 5 years from publication.  I consent to the 
publishing of results from this study provided my identity is not revealed. 
 
I hereby voluntarily consent and offer to take part in this study. 
 
Signature (Participant) on behalf of ……………………………………………… general practice            
Date:                                    
Participant’s Contact Telephone No.: 
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Appendix 4: General practice profile 
About the General Practice 
Nurses Part-time 
or Full-
time 
Age Gender Hours/da
ys per 
week 
How long 
working 
in 
practice 
Qualifications 
(RN/RM/EN) 
Nurse 1       
Nurse 2       
Nurse 3       
Nurse 4       
Nurse 5       
Nurse 6       
Nurse 7       
Doctors Part-time 
or Full-
time 
Age Gender Hours/da
ys per 
week 
How long 
working 
in 
practice 
 
Doctor 1       
Doctor 2       
Doctor 3       
Doctor 4       
Doctor 5       
Doctor 6       
Doctor 7       
 Part-time 
or Full-
time 
Hours/da
ys per 
week 
How long 
working 
in 
practice 
   
Practice 
Manager 
      
Reception 
staff 
Part-time 
or Full-
time 
Hours/da
ys per 
week 
How long 
working 
in 
practice 
   
Reception 
1 
      
Reception 
2 
      
Reception 
3 
      
Reception 
4 
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Appendix 5: Patient Enablement and Satisfaction Survey  
 
 
Patient Enablement and Satisfaction Survey 
Thank you for answering this 
anonymous survey which will not 
identify you personally in any way. The 
questions will provide important 
information about your experience with 
the health care at this clinic. 
This survey will take about 10 minutes 
to complete. 
How to fill in this survey 
Most of the questions can be answered by 
placing a tick in the box next to the answer 
that best applies. Please tick only one answer 
for each question unless otherwise directed. 
Please return your completed survey to the 
reception staff or return it using the reply-paid 
envelope provided. 
If you have any questions about this survey, 
you can contact: 
Jane Desborough 
Australian Primary Health Care Research 
Institute 
Australian National University 
Gordon Street 
Acton Act 0200 
Phone: 02 6125 6545 or 
jane.desborough@anu.edu.au 
 
 
 
1.  About  You 
 
a. Your age:  
 
 
___________ 
b. Your gender:   
 
 
1  Male        2   Female     3 Other 
 
c. Overall, how do 
you rate your 
health?    
 
 
1   Excellent 
 
2   Very good 
 
3  Good 
 
4   Fair 
 
5   Poor 
d. Do you have a 
long-term illness 
or disability?  
 
 
3  Yes 
 
1   No 
 
0  Don’t  
      Know 
 
  
e. How many times 
have you seen a 
nurse at this GP 
practice in the past 
12 months? 
 
  1  0 
 
2  1 – 3 
 
 
      3   4 – 6 
 
 4  7 – 10  
 
5   More than   
       10 
 
f. For how long have 
you been attending 
this GP practice?    
 
 
_____________ 
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g. Do you prefer to 
see or speak to a 
particular nurse? 
 
 
      1  Yes    
 
            
 
 
 
2  No 
 
 
3  There is  
        usually only 
        one nurse 
     at this practice 
 
 
4  This is my first   
      visit with a 
      nurse at this  
      practice                                     
                 
If yes, do you make 
appointments to 
see a particular 
nurse? 
 
 
1  Yes             2  No 
 
2.  About your visit with the nurse at this GP Practice today 
 
 
h. Reason (health 
problem) for seeing 
the nurse:  
 
 
 
______________________________________ 
i. Was this visit related 
to your long-term 
illness or disability? 
 
 
1  Yes        2   No    3  Not applicable 
 
 
 
j. Have you been seen 
by this nurse before?  
 
 
1  Never       2  1-5 times     3  6-10 times  4  More than  
                                                                                                 10 times    
5 Don’t know 
 
k. How well do you feel 
that you know this 
nurse?  
 
 
1  Not at all                 
 
   2 A little                    
 
     3 Well                 
 
4 Very well 
 
 
l. How long was your 
consultation with the 
nurse?   
 
 
1  0 - 5   
     minutes  
 
 
 
2  6 - 10  
     minutes   
 
 
3  11 - 15  
     minutes   
 
 
4  More than  
     15 minutes 
 
m. Was your consultation 
with the nurse 
interrupted?   
 
 
 
1  No           
 
 
2  Once          
 
 
3  Twice           
 
 
4  Three or  
     more times 
n. Did you pay to see the 
nurse today? 
 
1  Yes 
           
          
 
 
2  No 
 
 
 
 
                                       If yes, how much did you pay?    __________ 
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3. Satisfaction with your visit with the nurse at this GP practice today 
 
Please respond to the following statements by ticking one box on each line: 
 
 
Strongly 
disagree 
Disagree Uncertain Agree 
Strongly 
agree 
N/A 
a. The nurse was 
understanding of my 
personal health concerns 
1 2 3 4 5 0 
b. The nurse gave me 
encouragement in regard to 
my health problem 
1 2 3 4 5 0 
c. I felt comfortable to ask the 
nurse questions 
1 2 3 4 5 0 
d. My questions were 
answered in an individual 
way 
1 2 3 4 5 0 
e. I was included in decision-
making 
1 2 3 4 5 0 
f. I was included in the 
planning of my care 
1 2 3 4 5 0 
g. The treatment I received 
was of a high quality 
1 2 3 4 5 0 
h. Decisions regarding my 
health care were of high 
quality 
1 2 3 4 5 0 
i. The nurse was available 
when I needed him/ her 
1 2 3 4 5 0 
j. The nurse appointment 
time was when I needed it 
1 2 3 4 5 0 
k. The nurse spent enough 
time with me 
1 2 3 4 5 0 
l. I was confident with the 
nurse’s skills 
1 2 3 4 5 0 
m. The nurse was very 
professional 
1 2 3 4 5 0 
n. Overall, I was satisfied with 
my health care 
1 2 3 4 5 0 
o. The care I received from the 
nurse was of high quality 
1 2 3 4 5 0 
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Patient enablement 
 
3. As a result of seeing the nurse today, do you feel you are: 
 
Please respond to the following statements by ticking one box on each line: 
 
 Same or 
less 
Better Much better Not 
applicable 
p. Able to understand your 
illness 
0 1 2 0 
q. Able to cope with your 
illness 
0 1 2 0 
r. Able to keep yourself 
healthy 
0 1 2 0 
 Same or 
less 
 
More Much more Not 
applicable 
s. Confident about your 
health 
0 1 2 0 
t. Able to help yourself 0 1 2 0 
 
4. Do you have any further comments? 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 
Thank you! 
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Appendix 6: Invitation to participate in study 
 
Monday 29 April, 2013 Australian Primary Health Care Research 
Institute 
+61 2 6125 6545 phone 
+61 2 6125 2254 fax 
jane.desborough@anu.edu.au 
Canberra ACT 0200 Australia 
www.anu.edu.au  
CRICOS Provider No. 00120C 
Dr  
Dear             , 
The Australian Primary Health Care Research Institute is working in collaboration 
with the ACT Medicare Local to examine the outcomes of practice nurse care in the 
ACT.  An information sheet outlining the background and details of the study is 
attached to this letter.  The findings from this study will be a valuable source of 
information for workplace and workforce planning in Australian general practices.   
This study has been approved by the ANU Human Research Ethics Committee 
(Protocol number: 2011697). Neither your practice nor patients will be 
identifiable through the information provided in the survey.  All information will 
be treated with the utmost confidentiality in accordance with ANU and ACT 
Medicare Local policy. 
As you employ a nurse/s in your practice, I would like to invite your practice and 
patients from your practice to participate in this study.  Your participation will 
involve the completion of a baseline survey of your practice and the distribution of 
a survey to patients who receive care from your practice nurse/s during a period 
of 2 to 4 weeks in 2013 or early 2014.   
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The manner of survey distribution will be at your discretion, using one of the 
following methods: 
Surveys handed to patients by reception staff when they arrive for an appointment 
to see the practice nurse, or 
Surveys mailed to patients directly, using a list of names and addresses provided at 
your general practice. 
Please contact me at your earliest convenience to respond to this invitation or to 
discuss the project further. 
Yours faithfully, 
 
Jane Desborough (RN RM, MPH, MACN) 
PhD candidate, 
Australian Primary Health Care Research Institute  
Level 1, Ian Potter House  
Cnr. Gordon & Marcus Clarke Streets  
Canberra ACT 2601 
Phone: 02 6125 6544 
Fax: 02 6230 0525 
Mobile: 0407 897 066 
http://www.anu.edu.au/aphcri 
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Outcomes of Nursing Care in General Practice 
Researcher 
My name is Jane Desborough. I am a PhD student at the Australian Primary Health 
Care Research Institute, ANU.  In collaboration with the ACT Medicare Local, I am 
conducting a research study examining the influence of general practice 
characteristics and practice nurse consultation characteristics on patient 
satisfaction and enablement in general practice. 
Background 
Changing demographics reflective of an ageing population and increasing chronic 
disease have increased demand for primary health care services.  In response to 
this, Australia’s health system has increased its focus on the primary health care 
sector.  One initiative has been to increase the roles of nurses in general practice, 
referred to as practice nurses (PNs).  Since the introduction of these initiatives in 
the late 1990’s the number of nurses in general practice has increased 
dramatically, from an estimated 4 924 PNs in 2005 to 10 693 in 2012.  Research 
has examined the effect that PNs have had general practice, providing evidence of 
the benefits to GPs, general practice teams and systems, such as reducing 
workloads for GPs, increasing team morale, improving overall understanding of 
patients’ circumstances and improving coordination of patient care.  With the 
patient at the centre of health care delivery, it is essential to establish whether this 
care is resulting in improved patient outcomes.  Research examining the effect of 
PN care on patient outcomes is limited.   
Significance and Benefits 
Understanding factors which optimise the outcomes of PN care in general practice 
can be applied to support nursing education and training, as well as workforce 
planning and development in general practice, enhancing the uptake of 
government initiatives aimed at improving the delivery of primary health care.  
Research Activities 
Thirty general practices will be recruited from the ACT Medicare Local for this 
cross-sectional study.  
1. A baseline survey describing specific practice and team characteristics will be 
completed by the practice manager of each practice.   
2. The Patient Enablement and Satisfaction Survey (PESS) will be distributed to 
200 consecutive patients consulting with PN over a select period in 2013.  
* In addition to survey distribution, PNs, GPs and patients will be invited to take 
part in interviews.  This is an additional option, which is not essential for 
participation.  
 
Participation 
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Participation is completely voluntary.  You may choose to withdraw from the study 
at any time. If you decide to do this, all data and records relating to your 
participation will be destroyed immediately and will not be used in the study. 
As a part of their endorsement of this project, the ACT Medicare Local will provide 
each participating practice with $100 in recognition of participation and as a 
reimbursement for any inconvenience. 
Use of information 
Information from this study might be published in reports or journals.  All 
information will be anonymous, which means that no general practice or patients 
will be identifiable. 
Questions or concerns 
If you have any questions or concerns about any part of this study, please contact: 
Jane Desborough 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6545 
E: jane.desborough@anu.edu.au 
 
If you have concerns about the conduct of the study, please contact: 
The ANU Human Research Ethics Committee 
Research Office 
The Australian National University 
ACT, 0200, Australia 
Phone: 6125 …. 
Email: human.ethics.officer@anu.edu.au 
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Appendix 7: Reception staff and practice nurse protocols 
 
The survey is to be provided to consecutive patients attending the practice with an 
appointment to see a practice nurse for a period of 2 to 4 weeks, or until 200 
surveys have been handed out. 
Patients who can be provided with a survey must be: 
 18 years or older 
 Up to 5 years of age – parents or carers can complete the survey 
 Be able to understand, read and write English, or have someone who can 
interpret for them 
Do not provide a survey for patients attending for: 
 Flu vaccination only 
Please give the survey to the patient when he or she arrives for the appointment 
and inform them of the following: 
“Here is a survey for you to fill in about your visit with the nurse today.  It is 
completely voluntary. It is for a researcher from the ANU and won’t identify 
you personally and your individual responses won’t be provided to this 
general practice.”  
The survey is to be completed after seeing the practice nurse.   
The survey can be handed back to reception staff or returned by post to the 
researcher using the reply paid envelope provided. 
A box will be located at reception for completed surveys. 
If a patient would like more information about the survey or the study, please give 
them the details as provided below. 
Questions or concerns 
Should you have any questions or concerns about this project, please contact: 
Jane Desborough 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6545 
E: jane.desborough@anu.edu.au 
 
Or 
Michelle Banfield (Supervisor) 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6547 
E: michelle.banfield@anu.edu.au 
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If you have any concerns or complaints about how this research has been 
conducted, please contact: 
Ethics Manager 
The ANU Human Research Ethics Committee 
The Australian National University 
Telephone: +61 (0) 2 6125 3427 
Email: Human.Ethics.Officer@anu.edu.au 
 
Practice nurse protocol 
Reception staff will recruit patients to complete the survey. 
In order to maintain rigour for this research process, the practice nurse/s is asked 
to not undertake the following: 
 Ask patients whether they would be interested in participating 
 Ask patients whether they have completed a survey 
 Encourage patients to participate 
 Discuss the survey with patients. 
If a patient asks you about the survey, please make it clear that it is up to them to 
decide if they would like to complete the survey and that you will not see what is 
written on any surveys.  Also make it clear that what they write will have no 
impact on you employment at the practice or your relationship with patients.  If 
they would like more information, you can redirect them to the reception staff, or 
provide them with the researcher’s contact details below. If a patient gives 
you a completed survey, please pass it on to reception staff as soon as possible. 
Queries or concerns 
Should you have any questions or concerns about this project, please contact: 
Jane Desborough 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6545 
E: jane.desborough@anu.edu.au 
 
Or 
Michelle Banfield (Supervisor) 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6547 
E: michelle.banfield@anu.edu.au 
 
If you have any concerns or complaints about how this research has been 
conducted, please contact: 
Ethics Manager 
The ANU Human Research Ethics Committee 
The Australian National University 
Telephone: +61 (0) 2 6125 3427 
Email: Human.Ethics.Officer@anu.edu.au 
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Appendix 8: Participant information sheet  
Patient Enablement and Satisfaction Survey (PESS) 
Information sheet for participants 
Background  
GP practices often employ nurses to provide care to patients.  We are conducting a 
study to assess how effective this care is and how factors within the GP practice 
influence this.  
 
Your participation  
Your GP practice is helping with this study, by inviting patients who receive 
nursing care to complete the attached survey.  Your participation in this study is 
voluntary.   
Privacy 
Your privacy is important to us.  No information from this survey will be given to 
the GP practice.  It will be used with information from a number of other GP 
practices to help us to understand how effective nurses are in GP practices and 
how they can work best in this setting.  The findings will be used to write a report 
and may be published in peer reviewed journals. Participants will not be 
identifiable in any publications. 
Consent 
Completing the survey is an indication of your consent to take part in this study.  If 
you do not want to take part in the study, please do not complete the survey. 
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Questions or concerns 
Should you have any questions or concerns about this project, please contact: 
Jane Desborough 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6545 
E: jane.desborough@anu.edu.au 
 
If you have concerns regarding the way this research was conducted please 
contact the ANU Human Research Ethics Committee 
Human Research Ethics Committee 
Lower Ground Floor, Chancelry 10B 
The Australian National University 
Acton, ACT 0200 
T: (02) 6125 7945 
E: Human.Ethics.Officer@anu.edu.au. 
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Appendix 9: Waiting room survey collection boxes 
 
  
 303  
Appendix 10: Invitation to participate in an interview 
 
 
 
AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE                                                  Canberra ACT 0200 
Australia 
RESEARCH SCHOOL OF POPULATION HEALTH                                                              ANUHREC 
protocolnumber2013/344 
COLLEGE OF MEDICINE BIOLOGY AND THE ENVIRONMENT                                        
  
 
Outcomes of nursing care in Australian general practice 
Thank you for completing the Patient Enablement and Satisfaction Survey. Would you 
like to participate in the next stage of this research? This involves an interview about 
your experiences of nursing care at your GP practice. If you would like to take part in 
an interview, or find out more about this, you can either: 
 
1. Contact the researcher, Jane Desborough, directly: 
 
Phone: 0407 897 066 or  
Email:  jane.desborough@anu.edu.au 
 
Or 
 
2. Provide your name and contact details below and Jane will contact you: 
 
Name: __________________________________________________ 
Telephone: ___________________________ 
Email: _________________________________ 
Your details will be held separately from your returned survey and will not be provided 
to your GP practice. 
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Appendix 11: Waiting room flyer 
Are you seeing the 
Practice Nurse 
today? 
So that we can make the most of our 
nurses, our practice is taking part in 
the  
ACT Patient Enablement and 
Satisfaction Study  
(ACTPESS) 
Your feedback is important to us! 
To participate you can complete the 
survey below and either place it in the 
box provided or return it using the 
stamped envelope provided. 
The survey is confidential  
You will not be identified and your feedback will 
not be provided to the staff at this practice. 
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Appendix 12: GPN survey distribution protocol 
The survey is to be provided to consecutive patients for a period of 2 to 4 weeks, or 
until 200 surveys have been handed out. 
Patients who can be provided with a survey must be: 
 18 years or older 
 Up to 5 years of age – parents or carers can complete the survey 
 Be able to understand, read and write English, or have someone who can 
interpret for them 
 
Please give the survey to the patient at the end of the appointment and inform 
them of the following: 
“Here is a survey you might like to complete about your visit with me.  It is 
for a researcher from the ANU. It is completely anonymous and your 
responses won’t be provided to me or this general practice. It is up to you to 
decide whether to complete it or not. It makes no difference to me and will 
have no impact on the care you receive at this practice.” 
Queries or concerns 
Should you have any questions or concerns about this project, please contact: 
Jane Desborough 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6545 
E: jane.desborough@anu.edu.au 
 
Or 
Michelle Banfield (Supervisor) 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6547 
E: michelle.banfield@anu.edu.au 
 
If you have any concerns or complaints about how this research has been conducted, 
please contact: 
Ethics Manager 
The ANU Human Research Ethics Committee 
The Australian National University 
Telephone: +61 (0) 2 6125 3427 
Email: Human.Ethics.Officer@anu.edu.au 
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Appendix 13: PESS codebook 
Variable Label values New named 
Variable 
Label values 
Dependent variables   
Patient satisfaction Rowtotal Sata-sato Total 
satisfaction 
 
Patient enablement Rowtotal enabp-enabt Total 
enablement 
Independent variables (Patient and consultation)   
a.  Agecode: 
 
1  “0-14 yrs” 
2  “15-24 yrs” 
3  “25-34 yrs”        
4  “35-44 yrs”         
5  “45-54 yrs” 
6  “55-64 yrs”  
7  “65-74 yrs” 
8  “≥75 yrs” 
 
Agecode3 
 
1 "0 to 24 years"  
2 "25 to 44 years"  
3 "45 to 64 years"  
4 " ≥ 65 years" 
b. Gender: 
1  Male         
2  Female     
3 Other 
Gender 
 
1  “Male”         
2   “Female”     
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Variable Label values New named 
Variable 
Label values 
 
c. Self- Rated Health  
1  Excellent  
2  Very good       
3  Good    
4  Fair     
5  Poor 
SRH3 
1 “Poor or fair” 
2 “Good” 
3  ”Very good or excellent” 
d. Long-Term Illness or 
Disability 
 
 
 
 
 
3  Yes   
1  No   
0  Don’t know 
 
LTID2  
1 “No/don’t know” 
2 “Yes” 
e. How many times seen 
a nurse at this GP 
practice in the past 12 
months?  
1   0        
2  1 – 3       
3  4 – 6       
4  7 – 10     
5  >10 times 
Seenpn4 1  “Never” 
2  “1 to 3 times”    
3  “More than 4 times” 
 
f. For how long have 
you been attending 
this GP practice?  
 
1  First visit    
2  ≤ 2 years  
Timecode2 
 
1  “≤ 2 years”  
2  “3 to 9 years”  
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Variable Label values New named 
Variable 
Label values 
3  3-9 years    
4  10 - 19 years  
5  > 20 years 
 
3   “≥ 10 years” 
g. Do you prefer to see 
or speak to a 
particular nurse?  
 
 
 
1  Yes       
2  No   
3 There is usually only 
one nurse at this practice 
4  This is my first visit 
with a nurse at this 
practice 
                                                   
 
PNpref2 
 
0  “No/ only one nurse/  
      first visit with a nurse” 
1  “Yes” 
If yes, do you make 
appointments to see a 
particular nurse?  
 
1  Yes     
2  No   
3  N/A (included as many 
participants wrote N/A on 
the surveys 
 
 
PrefPNappt2 
 
0  “No/N/A’ 
1  ” Yes” 
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Variable Label values New named 
Variable 
Label values 
h. Reason for seeing the 
nurse: 
Classified into health 
conditions 
 
 1   Wound Dressings 
2   4 year health check & 
immunisation 
 3   45 – 49 year  
           health assessment 
 4   Over 75’s health  
          assessment 
 5   Infant and  
           childhood   
             immunisations 
 6   Adult vaccinations  
 7   Adult Injections  
 8   Blood tests 
 9   Pap Smear 
10  Chronic disease  
           management  
11   Assistance with  
           medical procedures 
12   General health 
            assessments 
14   Ear Health 
15   Emergency   
           management 
16   Miscellaneous 
 
Consultation 
Type 
 
1  “Preventive” (2,3,4,5,6,9) 
 
2  “Chronic disease management” (10) 
 
3  “Clinical” (1,7,8,11,14,15,16) 
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Variable Label values New named 
Variable 
Label values 
 
i. Was this visit related 
to your long-term 
illness or disability? 
(rtltid) 
 
 
1  Yes         
2  No     
3  Not applicable 
 
 
RTltid2 
 
0 “No/ Don’t know” 
1 “Yes” 
j. Have you been seen 
by this nurse before?  
(sbpnbefore) 
 
1  Never   
2  1-5 times    
3  6-10 times   
4  > 10 times   
5 Don’t know 
 
 
SBpnbefore2 
 
1  ‘Don’t know/ Never’ 
2  ‘1-5 times’ 
3  ‘> 6 times’   
k. How well do you feel 
that you know this 
nurse? (knowpn) 
 
1  Not at all    
2  A little    
3  Well   
4  Very well 
 
 
Knowpn2 
 
1 “Not at all” 
2 “A little” 
3 “Well/ very well) 
l. How long was your 
consultation with the 
1  0 - 5  min   
2  6 - 10 min   
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Variable Label values New named 
Variable 
Label values 
nurse? (duration)  3  11 - 15 min   
4  More than 15 min 
 
m. Was your 
consultation with the 
nurse interrupted 
(interruptions)  
 
1  No   
2  Once      
3  Twice   
4  Three or more times 
Interruptions3 
 
0  "No"  
1  "Yes"  
 
n. Did you pay to see the 
nurse today? 
(payment) 
 
1  Yes    
2   No        
Payment3 
 
1 “Yes” 
2 “No” 
 
Independent variables (general practice) 
a. Practice size (GPs) 
 
Pracsizegps 
 
1 “Small” (1-2 FTE* doctors)  *Full-time equivalent 
2 “Medium” (3-6 FTE doctors) 
3 “Large” (≥7 FTE doctors) 
b. Practice size (nurses) 
 
pracsizenurses 
 
1 “Small” (1-2 FTE nurses) 
2 “Medium” (3-6 FTE nurses) 
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Variable Label values New named 
Variable 
Label values 
3 “Large” (≥ 7 FTE nurses)**   
 
** No practices employed =>7 FTE nurses 
 
c. Tenure (GPS) 
 
Tenuregps 
 
1 “1-2 years” 
2 “3-6 years” 
3 “≥7 years” 
d. Tenure (nurses) 
 
Tenurenurses 
 
1 “1-2 years” 
2 “3-6 years” 
 
e. Ratio (GPs to nurses) 
 
Ratio 
1 “<3 GP: 1 nurse” 
2 “3-4 GP: 1 nurse” 
3 “>5 GP: 1 nurse” 
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Appendix 14: Data cleaning 
The datasets were cleaned using the following criteria. 
In response to the question “What is your age?” a number of participants 
responded with a numeric value followed by a plus sign. For these observations, 
only the whole value was kept; for example ‘85+’ was retained as ‘85’. Ages were 
changed from months to years in appropriate decimal points; for example 3 years 
and 4 months was retained as 3.33 years. Ages were then rounded to the nearest 
whole number; for example ‘1.16’ years were rounded to ‘1’ and ‘1.66’ were 
rounded to ‘2’.  All digits under the value of 1 were rounded to 1; for example, a 3 
month old baby whose age was recorded as ‘0.25’ was rounded to ‘1’.   
In response to the question “How long have you been attending this general 
practice?” a number of participants gave responses such as “a long time”, “many 
years” and “several years”.  Responses of “a long time”, “several years” or “a few 
years” were categorised in the group ‘3 to 9 years’. The response “many years” was 
categorised in the group “10 to 19 years”.  The response “3 times” was categorised 
into the group ‘<= 2 years”.  Some responses to this question stated time at the 
current practice plus the time attending the particular GP prior to this current 
practice; in these cases only the time attending the current practice was retained.  
When the response stated “2 to 3 years” or “4 to 5 years” or similar, the greater of 
the two numbers was retained.   
For 23 observations, 2 responses were provided for the question regarding health 
condition. When two health conditions were provided, the more complex of the 
two was retained as this was considered to be the issue most likely to be 
addressed in the nurse consultation.   
For 10 observations two responses were given for questions in the patient 
satisfaction section.  Nine of these included an ‘Agree’ or ‘Strongly agree’ response 
as well as a ‘Not Applicable’ response and one included both ‘Agree’ and ‘Strongly 
agree’ responses.  So as to avoid bias, 5 of the ‘Not Applicable’ responses were 
retained and 5 of the ‘Agree’ or ‘Strongly agree’ responses were retained.  Three 
practices had two observations for which this applied; for these practices one of 
each response (‘Not Applicable’ or ‘Agree’/ ‘Strongly agree’) was retained to avoid 
bias within the overall practice score (See Table 5.2). 
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A number of patients were babies and infants, who attended for immunisations 
and whose parents completed the survey.  When the child’s age was not provided, 
but the ‘Reason for seeing the nurse’ was given as ‘4 month immunisations’, the 
age ‘4 months’ was recorded as ‘Patient age’. When the parent provided their own 
age, this was changed to ‘1’, the most common recorded age (after rounding) for 
baby immunisations in this study.  The other age that children received 
immunisations at was 4 years, although at this age they also attended for the 4 
year old health assessment, which was mostly recorded as the reason for 
attending.  The rationale for this was to correctly attribute the age of the patient 
being attended by the nurse, hence providing a correct overview of patients 
receiving nursing care in this study. Twenty six observations were changed in 
accordance with this. As previously stated, for participants under the age of 16, 
only surveys that had clearly been completed by a parent or guardian were 
retained.  
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Table A14: Data cleaning for observations where two responses were indicated                             
 Survey 
number 
Variable Data entry Retained response  
1 WKG18 Health 
condition 
Two conditions described 
(INR & discussion of cancer 
treatment) 
Discussion of cancer 
treatment 
2 HFP19 Health 
condition 
Two conditions described 
(Blood pressure & injection) 
Injection  
3 HFP7 Health 
condition 
Immunotherapy needles & 
check stitches  
Check stitches 
4 HFP6 Health 
condition 
INR (blood test)/ Blood 
pressure 
INR  
5 WMC19  Health 
condition 
INR, Cuts & bruises Cuts and bruises 
6 WRP24 Health 
condition 
INR/ Blood Pressure INR  
7 IPP20 Duration ‘Various’ Missing value 
8 HFP3 Sata ‘Agree’ & ‘Not applicable’ ‘Agree’  
9 HFP3 Sate  ‘Agree’ & ‘Not applicable’ ‘Not applicable’  
10 BMC2 Satb ‘Agree’ & ‘Not applicable’ ‘Not applicable’  
11 BMC29 Satl ‘Agree’ & ‘Strongly agree’ ‘Strongly agree’ 
12 GMS11 Sate ‘Agree’ & ‘‘Not applicable’  ‘Agree’ 
13 IGP12 Sate ‘Strongly agree’ & ‘Not 
applicable’ 
‘Strongly agree’ 
14 IGP12 Satk  ‘Strongly agree’ & ‘Not 
applicable’ 
‘Not applicable’  
15 IPP 57 Satk ‘Strongly agree’ & ‘Not 
applicable’ 
‘Not applicable’  
16 GMS12 Sate ‘Agree’ & ‘Not applicable’ ‘Not applicable’  
17 WKG41 Sata ‘Agree’ & ‘Not applicable’ ‘Agree’ 
18 GMS12 
 
Preference to 
see a 
particular 
nurse 
‘Yes’ or ‘There is usually only 
one nurse at this practice’  
1 retained as 
participant answered 
‘yes’ to ‘makes 
appointment to see 
particular nurse’ 
19 WRP24 Preference to 
see a 
‘No’ or ‘There is usually only 
one nurse at this practice’ 
‘No’ retained as 
participants answered 
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 Survey 
number 
Variable Data entry Retained response  
particular 
nurse 
‘no’ to ‘makes 
appointment to see 
particular nurse’ 
 
 
20 CFP14 Preference to 
see a 
particular 
nurse 
‘Usually only one nurse’ & 
‘First visit with nurse’  
Retained - First visit 
with nurse 
21 TSP23 Preference to 
see a 
particular 
nurse 
‘No’ or ‘There is usually only 
one nurse at this practice’) 
‘No’ retained as 
participants answered 
‘no’ to ‘makes 
appointment to see 
particular nurse’ 
22 KFP15 Duration ’11 to 15 min’ & ‘> 15 min’  ‘> 15 min 
23 KFP13 SRH ‘Fair’ & ‘Poor’ ‘Fair’ 
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Appendix 15: Distribution and transformation of dependent variable data 
Distribution of dependent variable data 
Patient satisfaction 
As recommended for larger samples (>100 participants), observation of the shape 
of the distribution was used to determine deviations from normal rather than 
using formal tests of inference [254, 371]. The distribution of mean total 
satisfaction scores was negatively skewed (-1.31) with a peaked kurtosis (5.55) 
and a long tail. This kurtosis created a potential for underestimation of the 
variance of total satisfaction scores [371]. However, Waternaux [372] states that a 
negative kurtosis will disappear with samples greater than 200, hence the purpose 
of potential transformations was to diminish the skewness of the distribution. 
Following Tabachnick and Fidell’s recommendation [371] a number of 
transformations were conducted so as to find the most effective at producing 
skewness and kurtosis values closest to zero, and the best distribution as observed 
in an histogram (Figure 5.4). Transformation of the distribution of total 
satisfaction scores was conducted using three methods: log, square root, and 
reflection and log transformation. The most effective of these was reflection and 
log transformation, which produced a closer to normal distribution, with skewness 
closer to zero (-.58) and a smaller kurtosis (1.93). Analysis of the data using this 
transformed data produced results no different to those produced using the 
original distribution.  Additionally, whilst this transformation had the smallest 
skew, interpretation of regression data was a challenge.  With this in mind and to 
facilitate ease of interpretation [254, 371], if continuing with the linear regression 
approach, the original data were retained for regression analyses.   
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Figure A15.1 Distribution of total satisfaction scores before and following log 
transformation, square root transformation, and reflection and log transformation. 
Transformation Distribution histogram Descriptive statistics 
 
No transformation  
(original distribution) 
 
 
 
Mean: 61.46 
SD: 12.97 
Variance 168.18 
Skewness: -1.31 
Kurtosis: 5.55 
 
Reflection and log 
transformation 
 
 
  
 
Mean: .903 
SD: .56 
Variance: .31 
Skewness: -.58 
Kurtosis: 1.93 
 
Removal of outliers 
 
 
Mean: 62.43 
SD: 11.04 
Variance: 121.92 
Skewness: -.60 
Kurtosis: 2.48 
 
Log transformation 
  
 
 
Mean 4.09 
SD: .29 
Variance: .083 
Skewness: -3.36 
Kurtosis: 20.09 
 
Square root transformation 
 
 
 
Mean: 7.78 
SD: .97 
Variance: .94 
Skewness: -2.48 
Kurtosis: 14.00 
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Patient enablement 
A large number of zero scores (n=265) in the patient enablement data, indicating 
that patients’ level of enablement was the same, less or that the question was not 
appropriate, influenced the distribution of patient enablement scores, resulting in 
a positively skewed distribution (.61) and a positive kurtosis (2.01). Waternaux 
[372] states that a sample greater than 100 will diminish any underestimation of 
variance associated with a positive kurtosis; hence the aim of transformation was 
to achieve a skewness closest to zero. Transformation was conducted using three 
methods: log, square root, and reflection and log transformation (Figure 5.5). The 
transformation resulting in skewness closest to zero was the square root 
transformation. Whilst this had the smallest skewness, visual inspection indicated 
a more even distribution in the original, untransformed data. With this in mind and 
for ease of interpretation, if continuing with the linear regression approach, the 
original data were retained for regression analyses.   
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Figure A15.2 Distribution of total patient enablement scores before and following 
log transformation, square root transformation, and reflection and log 
transformation. 
Transformation Distribution histogram Descriptive statistics 
 
No transformation  
(original distribution) 
 
 
Mean: 3.353982 
SD: 3.501644 
Variance: 12.26151 
Skewness: .6066496 
Kurtosis: 2.01002 
 
Log transformation 
 
 
Mean: 1.520545 
SD: .6759828 
Variance: .4569527 
Skewness: -.8849709 
Kurtosis: 2.969595 
 
 
Square root transformation 
 
Mean: 1.371598 
SD: 1.214444 
Variance: 1.474875 
Skewness: .0295454 
Kurtosis: 1.401813 
 
Reflection and log 
transformation 
 
Mean: 1.841989 
SD: .7410297 
Variance: .549125 
Skewness: -1.482402 
Kurtosis: 4.11279 
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Appendix 16: Linear regression analyses of general practice and GPN 
consultation variables and patient satisfaction and enablement. 
Modelled results 
Patient satisfaction 
Univariate results 
General practice variables and patient satisfaction 
Results of the univariate regression analyses of the relationship between general 
practice characteristics (independent variables) and patient satisfaction 
(dependent variable) are shown in Table 15.1. There were no significant 
differences between practices observed in terms of size, tenure or ratio and 
therefore, none of these were eligible for inclusion in the MLM. 
Patient and consultation variables and patient satisfaction 
Results of the univariate regression analyses of the relationship between patient 
and consultation variables (independent variables) and patient satisfaction 
(dependent variable) are shown in table 15.2. Ten variables were eligible for 
inclusion in the MLM (p ≤ 0.20). These were Self-rated health, Long-term illness or 
disability, How often seen by a nurse at this practice in the past 12 months, 
Preference to see or speak to a particular nurse, Making appointments to see a 
particular nurse, Consultation type, Consultation related to long-term illness or 
disability, Continuity of GPN, How well the patient feels they know the nurse and 
Duration of consultation.   
Age and gender were retained for inclusion in the MLM due their ‘a priori’ nature 
as confounding variables. As previously described, due to the strong correlation 
between How well patients feel they know the nurse and Continuity of GPN the latter 
was retained for MLM in order to examine continuity of GPN care. 
When examining relationships between age and the two outcomes, the age range 
of 25-44 years was chosen as the baseline point of comparison. This was due to the 
fact that the 0-24 age group contained those age 16 years and younger, for whom a 
parent or guardian completed the survey, as well as those age 17-24 who 
completed it themselves.  
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Table A16.1 Univariate linear regression analysis of the relationship between general 
practice variables and total satisfaction 
Variable Number (%) 
Total 
satisfaction 
(SD) 
Coef. 95% CI p value 
Practice size (FTE GPs)    0.99 
   Small (1-2)  79 (11%) 61.71 (14) - -  
   Medium (3-6) 436 (65%) 61.61 (12) -0.10 -3.22 – 3.03  
   Large (≥7) 156 (23%) 61.74 (14) 0.04 -3.49 – 3.56  
Practice size (FTE 
GPNs) 
    0.40 
   Small (1-2) 522 (78%) 61.42 (13) - -  
   Medium (3-6) 149 (22%) 62.44 (14) 1.02 -1.35 – 3.39  
Tenure (GPs)     0.59 
   1-2 years 59 (9%) 
      63.37 
(10) 
- -  
   3-6 years 237 (35%) 61.79 (14) -1.58 -5.15 – 1.99  
   ≥7 years 308 (46%) 61.54 (12) -1.83 -5.32 – 1.65  
Tenure (GPNs)     0.60 
   1-2 years 420 (63%) 61.99 (13) - -  
   3-6 years 233 (35%) 60.97 (14) -1.03 -3.11 – 1.06  
   ≥7 years 18 (3%) 62.66 (13)  0.66 -5.48 – 6.81  
Ratio GPs: GPNs     0.65 
   >5 GP:1 GPN 191 (29%) 61.93 (11) - -  
   3-4 GP:1 GPN 
  277 (41%)       61.11 
(13) 
  -0.82  -3.22 - 1.58  
   <3 GP:1 GPN 203 (30%) 62.15 (13) 0.23 -2.35 – 2.80  
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Table A16.2 Univariate linear regression analysis of the relationship between patient and consultation 
variables and total patient satisfaction  
Variable 
Number 
(%) 
Total mean 
satisfaction 
(SD) 
Coefficient 95% CI  p value 
Age     0.41 
   25 to 44 years 155 (24) 61.82 (13.49) - -  
   0 to 24 years 115 (18) 62.98 (11.74) -1.17 -1.97 - 4.30  
   45 to 64 years 167 (26) 62.03 (12.74) 0.22 -2.63 - 3.06  
   ≥65 years 215 (33) 60.57 (13.39) -1.24 -3.92 - 1.45  
Gender     0.78 
   Male 260 (38) 61.42 (12.43) - -  
   Female 417 (62) 61.71 (13.29) 0.29 -1.73 - 2.29  
Self-Rated Health     0.02 
   Very 
   good/Excellent 
310 (46) 60.55 (14.10) - -  
   Good 233 (35) 61.73 (11.61) 1.18 -1.00 - 3.35  
   Fair/ Poor 131 (19) 64.27 (11.62) 3.71 1.10 - 6.33  
Long-term illness or disability    0.03 
   No/ Don’t know 397 (59) 60.69 (13.69) - -  
   Yes 275 (41) 62.94 (11.82) 2.25 0.26 - 4.25  
How long attending general practice   0.6 
   ≥10 years 236 (36) 61.01 (13.42) - -  
   3 to 9 years 209 (32) 62.21 (12.33) 1.21 -1.20 - 3.62  
   ≤ 2 years 211 (32) 61.71 (12.97) 0.70 -1.70 - 3.11  
How often patient has seen a nurse at this practice 
in the past 12 months 
  <0.01 
   Never 70 (10) 58.82 (15.35) - -  
   1 to 3 times 336 (50) 60.47 (13.35) 1.66 -1.66 - 4.97  
    > 4 times 271 (40) 63.75 (11.46) 4.94 1.55 - 8.32  
Preference to see a particular nurse   <0.01 
   No 576 (85)  60.72 (13.36)  -  
   Yes 102 (15) 66.68 (8.86) 5.96 3.26 - 8.66  
Makes appointment to see or speak to a particular nurse  <0.01 
   No/ NA 593 (88) 60.83 (13.12) - -  
   Yes 85 (13) 67.06 (10.27) 6.22 3.31 - 9.14  
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Variable 
Number 
(%) 
Total mean 
satisfaction 
(SD) 
Coefficient 95% CI  p value 
Consultation type 0.12 
   Preventive 229 (35) 60.52 (13.19) - -  
   Chronic Disease  
   Management 
60 (9) 64.38 (11.82) 3.86 0.16 - 7.55  
   Clinical 371 (56) 61.59 (13.03) 1.06 -1.08 - 3.21  
This visit related to long-term illness or disability   <0.01 
   No/ NA 488 (72) 60.70 (13.67) - -  
   Yes 190 (28) 63.97 (10.58) 3.26 1.10 - 5.43  
Duration of consultation    <0.01 
   0 - 5 minutes 121 (18) 57.58 (15.04) - -  
   6 to 10 minutes 212 (32) 60.85 (12.56) 3.27 0.41 - 6.14  
   11 to 15 minutes 164 (24) 62.88 (11.64) 5.30 2.29 - 8.31  
    > 15 minutes 175 (26) 64.21 (12.44) 6.63 3.66 - 9.60  
How many times seen by this nurse before   <0.01 
   Never/ Don’t  
   Know 
305 (45) 59.48 (14.06) -   
   1 to 5 times 246 (36) 62.63 (11.90) 3.15 1.00 - 5.31  
   ≥ 6 times 126 (19) 64.72 (11.25) 5.24 2.58 - 7.91  
How well the patient feels they know the nurse   <0.01 
   Not at all 211 (31)  57.03 (14.78) - -  
   A little 247 (37)  61.14 (12.31) 4.11 1.82 -   6.39  
   Well/ very well 213 (32) 66.64 (9.76) 9.61 7.23 - 11.98  
Interruptions to consultations    0.55 
   No 575 (86) 61.51 (13.23) - -  
   Yes 92 (14) 62.36 (11.48) 0.85 -1.98 - 3.67  
Payment for consultation    0.72 
   No 554 (85) 61.78 (12.69) - -  
   Yes 100 (15) 61.28 (14.25) -0.50 -3.26 - 2.26  
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Multilevel Modelling: patient satisfaction 
MLM analysis included complete case observations and contained 635 
observations (Table 15.3). Whilst no general practice variables were eligible for 
inclusion in the MLM, the variable GP: GPN ratio was included for the purpose of 
generating a full model.  
Associations between patient and nurse characteristics and general practice 
characteristics and patient satisfaction 
Five of the eight variables (Age, Self-rated health, Making appointments to see a 
particular nurse, Continuity of GPN and Duration of GPN consultation) were 
significantly associated with patient satisfaction. Two variables, Gender and GP: 
GPN ratio were not significantly associated with patient satisfaction. 
Older patients, aged 65 years, or older reported a 4.73 point decrease in patient 
satisfaction score (p <0.01, 95% CI= -8.76 - -2.58) when compared with patients 
aged 0 to 24 years. Patients’ who rated their health as ‘poor or fair’ reported 
satisfaction scores 4.39 points higher (p<0.01, 95% CI= 1.51 – 6.94) when 
compared with those whose self-rated health was ‘very good or excellent’.  
Patients who made appointments to see a particular nurse reported satisfaction 
scores 3.95 points higher (p< 0.05, 95% CI= 1.02 – 6.98) than those who did not. 
Patients who had seen the nurse more than 6 times reported satisfaction scores of 
5.36 points higher than those whose consultations were between 1-5 minutes 
duration. The largest effect size was observed for Duration of consultation, which 
was significantly associated with increased satisfaction; patients whose 
consultations were longer than 15 minutes reported satisfaction scores 6.35 points 
higher (p < 0.01, 95% CI= 3.09 – 9.16) than those whose consultations were 
between 1-5 minutes duration.  
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Table A16.3 Characteristics associated with patient satisfaction for 635 patients nested within 2 general practices. 
 
 
Null model Addition of Level 1 variables 
Full Model 
(addition of Level 1 & 2 
variables) 
 
 Coef. 95% CI Coef. 95% CI Coef. 95% CI p value 
Null Model 61.68 60.17 – 63.19      
Age       0.41 
   25-44 years   - - - -  
   0-24 years   1.01 -2.02 -  4.04 0.91 -2.15 - 3.96  
   45-64 years   -1.11 -3.91 -  1.69 -1.05 -3.88 - 1.77  
   ≥65 years   -4.69 -7.42 - -1.96 -4.73 -7.49 - -1.96  
Gender        0.78 
   Male   - - - -  
   Female   -0.54 -2.51 0.53 -2.53 - 1.46  
Self-rated Health        0.02 
Very good or excellent   - - - -  
   Good   1.80 -0.41 - 4.00 1.69 -0.53 - 3.90  
   Poor or fair    4.35 1.63 - 7.08 4.39 1.64 - 7.14  
Makes appointment to see 
nurse  
      <0.01 
   No/ N/A   - - - -  
   Yes   4.00 1.01 – 6.98 3.95 0.94 - 6.95  
Continuity of GPN       <0.01 
   Never   - - - -  
   1-5 times   3.51 1.27 - 5.75 3.53 1.26 - 5.80  
   ≥ 6 times   5.25 2.32 – 8.18 5.36 2.40 - 8.32  
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Null model Addition of Level 1 variables 
Full Model 
(addition of Level 1 & 2 
variables) 
 
 Coef. 95% CI Coef. 95% CI Coef. 95% CI p value 
Duration of consultation      <0.01 
   1-5 minutes   - - - -  
   6 - 10 minutes   1.88 -1.00 - 4.75 1.87 -1.02 - 4.76  
   11 - 15 minutes   3.92 0.89 - 6.95 3.97 0.91 - 7.03  
   > 15 minutes   6.33 3.31 - 9.36 6.35 3.31 - 9.39  
Ratio        0.65 
   ≥ 5 GPs: 1 GPN     - -  
   3-4 GP: 1 GPN     -0.56 -3.62 - 2.51  
   <3GP:1 GPN     -0.16 -3.51 - 3.19  
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Patient enablement  
Univariate results 
General practice variables and patient enablement 
Results of the univariate regression analyses of the relationship between general 
practice (independent variables) and patient enablement (dependent variable) are 
shown in Table 5.12. Patients who attended medium sized practices (measured in 
terms of FTE nurses) reported significantly higher enablement scores than those 
who attended small practices. Patients who attended practices with a ratio of 3-4 
GP: 1 GPN reported significantly higher enablement scores than those who 
attended practices with higher or lower ratios. Due to the strong positive 
correlation between these two variables and the more useful nature of the variable 
ratio previously described, the latter was retained for inclusion in the MLM. 
Patient and consultation variables and patient enablement  
Results of the univariate regression analyses of patient and consultation 
characteristics (independent variables) and patient enablement (dependent 
variable) are shown in Table 5.13. Categories within nine variables were eligible 
for inclusion in the MLM (p ≤ 0.20). These were: how long attending this general 
practice, how often seen by a nurse at this practice in the past 12 months, preference 
to see or speak to a particular nurse, makes appointments to see a particular nurse, 
consultation type, consultation related to long-term illness or disability, duration of 
consultation, how often patients have seen this nurse before and how well patients 
feel they know the nurse. Age and gender were retained for inclusion in the MLM 
due their ‘a priori’ status as confounding variables. 
As previously discussed, due to the significant association between preference to 
see or speak to a particular nurse and makes appointment to see a particular nurse 
the latter was retained for MLM, as the second variable, representing an action 
taken on the preference was considered the more meaningful of the two. Similarly, 
due to the strong correlation between how well patients feel they know the nurse 
and how often patients have seen this nurse before the latter was retained for MLM 
in order to examine continuity of GPN care. 
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Table A16.4 Univariate linear regression analysis of the relationship between general practice 
variables and patient enablement 
Variable Number (%) 
Total mean 
enablement 
(SD) 
Coef. 95% CI p value 
Practice size (GPs)     0.99 
   Small (1-2) 79 (11%) 3.86 (3.64) - -  
   Medium (3-6) 436 (65%) 3.35 (3.48) -0.51 -1.36 - 0.34  
   Large (≥ 7) 156 (23%) 3.30 (3.61) -0.56 -1.52 - 0.40  
Practice size (GPNs)     0.01 
   Small (1-2) 522 (78%) 3.21 (3.46) - -  
   Medium (3-6) 149 (22%) 4.02 (3.71)  0.81  0.17 - 1.45  
Tenure (GPs)     0.54 
   1-2 years 59 (9%) 3.85 (3.74) - -  
   3-6 years 237 (35%) 3.28 (3.45) -0.57 -1.58 - 0.44  
   ≥ 7 years 308 (46%) 3.36 (3.52) -0.49 -1.47 - 0.49  
Tenure (GPNs)     0.83 
   1-2 years 420 (63%) 3.46 (3.52) - -  
   3-6 years 233 (35%) 3.29 (3.55) -0.18 -0.74 - 0.39  
   ≥ 7 years 18 (3%) 3.33 (3.87) -0.13 -1.80 - 1.54  
GP: GPN ratio nurses     0.02 
   >5 GP:1 nurse 191 (29%) 3.25 (3.45) - -  
   3-4 GP:1nurse 277 (41%) 3.07 (3.42) -0.17 -0.82 - 0.48  
   <3 GP:1nurse 203 (30%) 3.99 (3.70) 0.74  0.05 - 1.44  
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Table A16.5 Univariate linear regression analysis of the relationship between patient and consultation 
variables and total mean patient enablement 
Variable Number (%) 
Total mean 
enablement (SD) 
Coefficient 95% CI p value 
Age     0.67 
   25 to 44 years 155 (24) 3.25 (3.31) - -  
   0 to 24 years 115 (18) 3.20 (3.43) 0.05 -0.90 - 0.81  
   45 to 64 years 167 (26) 3.36 (3.46) 0.11 -0.67 - 0.88  
   ≥ 65 years 215 (33) 3.62 (3.79) 0.38 -0.35 - 1.11  
Gender     0.49 
   Male 260 (38) 3.51 (3.70) - -  
   Female 417 (62) 3.30 (3.42) -0.21 -0.76 - 0.34  
Self-Rated Health     0.63 
   Very good/Excellent 310 (46) 3.63 (3.62) - -  
   Good 233 (35) 3.42 (3.47) 0.14 -0.47 - 0.74  
   Fair/ Poor 131 (19) 3.28 (3.56) 0.35 -0.38 - 1.08  
Long-term illness or disability    0.78 
   No/ Don’t know 397 (59) 3.38 (3.43) - -  
  Yes 275 (41) 3.46 (3.69) 0.08 -0.47 - 0.62  
How long attending general practice    0.05 
   ≥ 10 years 236 (36) 2.98 (3.33) - -  
   3 to 9 years 209 (32) 3.37 (3.55) 0.38 -0.27 - 1.03  
   ≤ 2 years 211 (32) 3.79 (3.64) 0.80 0.15 - 1.45  
How often patient has seen a nurse at this practice in the past 
12 months 
  0.05 
   Never 70 (10) 2.84 (3.26) - -  
   1 to 3 times 336 (50) 3.18 (3.37) 0.34 -0.57 - 1.25  
   More than 4 times 271 (40) 3.78 (3.76) 0.94 -0.01 - 1.86  
Preference to see a particular nurse    <0.01 
   No 576 (85) 3.18 (3.44) -   
   Yes 102 (15) 4.53 (3.87) 1.35 0.61 - 2.08  
Makes appointment to see or speak to a particular nurse   <0.01 
   No/ NA 593 (88) 3.21 (3.46) - -  
   Yes 85 (13) 4.53 (3.87) 1.44 0.64 - 2.24  
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Variable Number (%) 
Total mean 
enablement (SD) 
Coefficient 95% CI p value 
Consultation type <0.01 
   Preventive 229 (35) 2.76 (3.13) - -  
   Chronic Disease 
   Management 
60 (9) 4.32 (3.65) 1.56 0.57 - 2.56  
   Clinical 371 (56) 3.48 (3.67) 0.72 0.15 - 1.30  
This visit related to long-term illness or disability   0.08 
   No/ NA 488 (72) 3.24 (3.40) - -  
   Yes 190 (28) 3.77 (3.84) 0.53 -0.06 - 1.12  
Duration of consultation     <0.01 
   0 - 5 minutes 121 (18) 2.64(3.27) - -  
   6 to 10 minutes 212 (32) 2.93 (3.36) 0.28 -0.49 - 1.07  
   11 to 15 minutes 164 (24) 3.58 (3.70) 0.94  0.12 - 1.76  
    > 15 minutes 175 (26) 4.27 (3.58) 1.63  0.82 - 2.44  
Continuity of GPN     0.05 
   Never/ Don’t know 305 (45) 3.02 (3.33) - -  
   1 to 5 times 246 (36) 3.68 (3.60) 0.65  0.06 - 1.25  
    > 6 times 126 (19) 3.74 (3.80) 0.71 -0.02 - 1.44  
How well the patient feels they know the 
nurse 
   <0.01 
   Not at all 211 (31) 2.50 (3.12) - -  
   A little 247 (37) 3.23 (3.39) 0.73 0.09 - 1.36  
   Well/ very well 213 (32) 4.45 (3.80) 1.95 1.29 - 2.61  
Interruptions    0.82 
   No 575 (86) 3.38 (3.54) - -  
   Yes 92 (14) 3.47 (3.51) 0.09 -0.69 - 0.86  
Payment for consultation    0.87 
   No 554 (85) 3.39 (3.53) - -  
   Yes 100 (15) 3.33 (3.55) -0.06 -0.82 - 0.69  
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Multilevel Modelling: patient enablement 
The complete case analysis of the full total patient enablement model contained 
610 observations (Table 5.14).  
Associations between patient and nurse characteristics and general practice 
characteristics and patient enablement 
The full model included six Level 1 variables and one Level 2 (general practice) 
variable. Four nurse consultation (Level 1) variables were significantly associated 
with patient enablement: How long attending the general practice; Consultation 
type; Continuity of GPN; and Duration of GPN consultation.  Patients who had 
attended a general practice for 2 years or less reported enablement scores 1.17 
points higher than those who had attended for 10 years or longer. Patients whose 
consultation was for chronic disease management or clinical care reported 
significantly higher enablement scores than those who attended for preventive 
health consultations. Patients who had seen the GPN 1-5 times reported 
enablement scores 0.79 points higher than those who had never seen the GPN 
before. The highest effect size was observed for patients whose consultations were 
more than 15 minutes, who reported enablement scores of 1.70 points than those 
of ‘1 – 5 minutes’. The GP: GPN ratio was not significantly associated with patient 
enablement.  
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Table A16.6 Characteristics associated with patient enablement for 610 patients nested within 21 general practices 
 
 
Null Model 
Null Model 
plus Level 1 variables 
Full Model 
(null model plus Level 1 & 2 variables) 
 
Variable Coef. 95% CI Coef. 95% CI Coef. 95% CI p value 
 
3.46 3.04 – 3.89      
Age       0.72 
   25-44 years   - - - -  
   0-24 years   -0.16 -1.03 - 0.71 -0.17 -1.05 - 0.70  
   45-64 years    0.00 -0.79 - 0.80 0.04 -0.76 - 0.85  
   ≥ 65 years    0.14 -0.64 - 0.92 0.13 -0.65 - 0.91  
Gender        0.47 
   Male   - - - -  
   Female   -0.19 -0.75 - 0.37 -0.18 -0.74 - 0.38  
Time attending this general practice      0.06 
   ≥ 10 years   - - - -  
   ≤ 2 years   -0.61 -1.31 – 0.10 1.24  0.48 - 2.00  
   3 to 9 years   -1.19 -1.96 – 0.43 0.59 -0.10 - 1.27  
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Null Model 
Null Model 
plus Level 1 variables 
Full Model 
(null model plus Level 1 & 2 variables) 
 
Consultation type  <0.01 
   Preventive care   - - - -  
   Chronic disease 
   Management 
   1.37  0.29 – 2.44 1.35  0.28 - 2.42  
   Clinical    0.98  0.29 – 1.67 0.93 0.24 -1.62  
Continuity of GPN    0.05 
   Never   - - - -  
   1-5 times    0.76  0.12 – 1.41 0.77  0.13 – 1.42  
   ≥ 6 times    0.94 -0.10 – 1.78 1.03 -0.19 – 1.87  
Duration of consultation      <0.01 
   1-5 minutes   - - - -  
   6 to 10 minutes    0.31 -0.49 - 1.11 0.33 -0.47 - 1.13  
   11 to 15 minutes    0.78 -0.07 - 1.64 0.89  0.03 - 1.75  
   > 15 minutes    1.76 0.90 - 2.63 1.74  0.88 - 2.61  
GP: GPN ratio       0.02 
   >5 GPs: 1 GPN     - -  
   <3 GPs: 1 GPN     0.81 -0.16 - 1.79  
   3-4 GPs: 1 GPN     0.06 -0.83 - 0.95  
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Appendix 17: Participant interview information sheet and consent form 
Outcomes of nursing care in Australian general practice 
Interview information sheet for participants 
 
Researcher 
My name is Jane Desborough. I am a researcher at the Australian Primary Health 
Care Research Institute, Australian National University.  Together with the ACT 
Medicare Local, I am conducting a study looking at patients’ experiences of nursing 
care in GP practices. 
General outline of project 
Thank you for taking part in the first stage of this study through completing the 
Patient Enablement and Satisfaction Survey.  This second part of the study involves 
an interview. During the interview I will ask you to discuss your experiences of 
nursing care at your GP practice, with particular attention to aspects of the 
practice and your consultation with nurses that influence your experiences of 
satisfaction and enablement. 
Your participation  
Your participation is voluntary. The interview will take between 15 and 45 
minutes.  It will be audio-recorded and transcribed and any identifying 
information will be removed.  Your contact details will only be known to the 
researcher.  You are free to withdraw at any time and do not need to provide a 
reason for doing so. Please note that if you choose to withdraw from this study 
once the interview has started, the recording will be deleted. 
In order to participate, please read and sign the attached form ‘Statement of 
Informed Consent’. 
Confidentiality 
Your privacy is important to us. Any personal information that is obtained in 
connection with this study will remain confidential.  The recording and the 
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transcript will be stored securely and will only be accessible by the researcher. 
Your personal details from this Statement of Informed Consent will in no way be 
connected to the information from your interview (That is, your name will not be 
linked with your interview information).  
The findings will be used to write a report and may be published in peer reviewed 
journals. Participants will not be identifiable in any publications. 
Are there any risks if you participate? 
There are no known risks of participating in this research. The interview questions 
have not been designed to gather any information that is sensitive or potentially 
incriminating in nature. You may refuse to answer any given question without 
consequence. Should you have any further concerns about confidentiality and 
anonymity, please raise the issue prior to, or during the course of the interview. 
Questions or concerns 
Should you have any questions or concerns about this project, please contact: 
Jane Desborough (Primary researcher) 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6545 
E: jane.desborough@anu.edu.au 
Or 
Michelle Banfield (Supervisor) 
Australian Primary Health Care Research Institute  
Australian National University 
T: (02) 6125 6547 
E: michelle.banfield@anu.edu.au 
If you have any concerns or complaints about how this research has been 
conducted, please contact: 
Ethics Manager 
The ANU Human Research Ethics Committee 
The Australian National University 
Telephone: +61 (0) 2 6125 3427 
Email: Human.Ethics.Officer@anu.edu.au 
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Outcomes of nursing care in general practice 
Statement of Informed Consent 
I _________________________________________________ have read, or had the information 
sheet explained to me, and I fully understand the nature of the Outcomes of nursing 
care in general practice project, its ambitions and likely outcomes. I have chosen to 
participate with full consent. 
a) I understand that I am the owner of the information provided through the 
interview that I have with the researcher, and that I can give or withhold 
permission for it to be used at any time. I understand that the researcher 
will be happy with whatever I choose to do, and that I am under no 
obligation to allow things I’ve said to be used if I don’t want to. 
b) I understand that there will be no problems at all if I choose to withdraw 
from the research project. I understand that if I choose to withdraw from 
the project at any stage, I can also ask the researcher not to use the 
information from my interview in her study. I understand that the 
researcher will support my decision whatever I choose. 
c) By signing this form, I acknowledge that the researcher has explained to me 
how the information I will provide in my interview may be used in her 
project. My identity will be protected as far as the law allows. The 
researcher will give me the opportunity to read my contributions.  I give 
consent for the information from my interview to be used by the researcher 
in the following ways: 
a. In the writing of her thesis                                            Yes / No 
b. In publications arising from her thesis                         Yes / No    
d) I understand that I can retract all or part of this consent at any time. 
e) I understand that the researcher will store the interview recordings and 
transcripts in Canberra, at the Australian National University, for five years 
(until 2018). 
 
SIGNED_________________________________                 DATE_____________________ 
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Appendix 18: Reporting of the qualitative component of the ACTPESS in 
accordance with the Consolidated Criteria for Reporting Qualitative Studies 
Guidelines. 
Number Guide questions/ description Where reported 
Domain 1: Research team and reflexivity  
Personal Characteristics   
   1. Interviewer/facilitator  Who conducted the interview or 
focus group? 
Page 1 of thesis 
   2. Credentials What were the researcher’s 
credentials? 
E.g. PhD, MD 
Previous 
experience with 
interviewing 
research 
participants. 
Masters of Public 
Health (elective 
units in Qualitative 
Research) 
   3. Occupation What was their occupation at the 
time of the study? 
6.4 
   4. Gender Was the researcher male or female? Page 1 of thesis 
   5. Experience and  
       Training 
What experience or training did the 
researcher have? 
6.4 - more re qual 
research? 
Relationship with participants  
   6. Relationship 
       Established 
Was a relationship established prior 
to study commencement? 
6.4 
   7. Participant knowledge 
       of the interviewer 
What did the participants know 
about the researcher? e.g. personal 
goals, reasons for doing the research 
6.4 & 6.5.2 
   8. Interviewer  
       characteristics 
What characteristics were reported 
about the interviewer/facilitator? 
e.g. Bias, assumptions, reasons and 
interests in the research topic 
 
6.4 
Domain 2. Study design   
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Number Guide questions/ description Where reported 
Theoretical framework   
   9. Methodological   
       orientation and theory 
What methodological orientation 
was stated to underpin the study?  
6.3 
Participant selection   
   10. Sampling How were participants selected?  6.5.1 & 6.5.2 
   11. Method of approach How were participants approached? 
e.g. face-to-face, telephone, mail, 
email 
6.5.1 
   12. Sample size How many participants were in the 
study? 
7.2 
   13. Non-participation How many people refused to 
participate or dropped out? 
Reasons? 
7.2 
   14. Setting of data 
         collection 
Where was the data collected? e.g. 
home, clinic, workplace 
6.5.1 
   15. Presence of non- 
         participants 
Was anyone else present besides the 
participants and researchers? 
N/A 
   16. Description of  
         Sample 
What are the important 
characteristics of the sample? e.g. 
demographic data, date 
6.5.1 
Data collection   
   17. Interview guide Were questions, prompts, guides 
provided by the authors? Was it 
pilot tested? 
6.5.1 
   18. Repeat interviews Were repeat interviews carried out? 
If yes, how many? 
N/A 
   19. Audio/visual  
        Recording 
Did the researcher use audio or 
visual recording to collect the data? 
6.5.2 
   20. Field notes Were filed noes made during and/or 
after the interview of focus group? 
6.5.3 
   21. Duration What was the duration of the 
interviews or focus groups? 
7.2.1 
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Number Guide questions/ description Where reported 
   22. Data saturation Was data saturation discussed? 6.5.5 
   23. Transcripts returned Were transcripts returned to 
participants for comment and/or 
correction? 
6.5.2 
Domain 3: Analysis and findings  
Data analysis   
   24. Number of data  
         Coders 
How many coders coded the data? 6.5.4 
   25. Description of the  
         coding tree 
Did authors provide a description of 
the coding tree? 
7.4.3 
   26. Derivation of themes Were themes identified in advance 
or derived from the data 
6.5.4 
   27. Software What software, if applicable, was 
used to manage the data? 
6.5.2 
   28. Participant checking Did participants provide feedback 
on the findings? 
N/A 
Reporting   
   29. Quotations presented Were participant quotations 
presented to illustrate the 
themes/findings? Was each 
quotation identified? e.g. participant 
number 
7.3 & 7.4 
   30. Data and findings Was there consistency between the 
data presented and the findings? 
7.3 & 7.4  
   31. Clarity of major  
         Themes 
Were major themes clearly 
presented in the findings? 
7.3 & 7.4.3  
   32. Clarity of minor  
         Themes 
Is there a description of diverse 
cases or discussion of minor 
themes? 
7.4.4 - 7.4.6 
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Appendix 19: Validity of integration 
 
1. Sample integration legitimation  
Sample integration legitimation [289] refers to the relationship between both 
components of the study and the quality of meta-inferences that can be yielded 
from this. This was carefully considered prior to making any meta-inferences. The 
quantitative component of the study, survey data, was a direct reflection of 
patients’ experiences. Patients who participated in the qualitative component of 
the study were a subset of these patients in the quantitative component. However, 
the qualitative component also included GPNs and practice managers. Crucial to 
the assessment of meta-inference quality is the comparison of sampling design 
[297], hence caution was applied, particularly when comparing inferences from 
the qualitative model with the findings from the first stage of integration. The 
qualitative component of the study was strengthened by the inclusion of the 
perceptions of GPNs and practice managers in addition to patients. These 
perspectives were essential in gaining a deeper and broader view of general 
practice and GPN consultations than that which could be achieved through gaining 
the perspectives of patients alone.  
2. Inside-outside legitimation 
Similar to the approach taken with the qualitative data, in order to strengthen the 
analysis and integration of the two components, peer-review and discussion with 
all members of the supervisory panel provided a balance of  ‘etic’ and ‘emic’ 
viewpoints [297] in terms of analyses and integration of data. Challenges and 
differences in opinion were discussed until agreement was reached, ensuring a 
balanced perspective was applied to the review and development of meta-
inferences, by both quantitative and qualitative experts. 
3. Weakness minimization legitimation 
Keeping in mind the strengths and limitations of each component of the study, 
with the aim of optimising the strengths of each, referred to as “weakness 
minimization legitimation” [297], meta-inferences were underpinned by the 
following criteria: 
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When making comparisons between findings from the first stage of integration 
with the model, developing enabling health care partnerships between patients and 
nurses in general practice, caution was taken in drawing meta-inferences 
associated with patient satisfaction as the original model was based on the 
outcome patient enablement. This process was strengthened through clarification 
of the distinctions and similarities between patient satisfaction and enablement. 
This was achieved through: 
 Examination of the quantitative results in terms of the correlation between 
patient satisfaction and enablement; 
 The distinction of characteristics associated with both quality outcomes 
and those associated with only patient satisfaction;  
 Analysis of GPNs’ and patients’ perspectives regarding ‘just right nurse 
behaviours’ in terms of the way in which each perceived these behaviours 
and the achievement of both quality outcomes.    
 Meta-inferences were only made when clear consistencies were evident in 
the two sets of findings so as to ensure the quality and generalisability of 
the findings [289]. 
4. Conversion legitimation 
The development of new variables to inform integrated analysis was approached 
carefully, informed by careful analysis of the validity of using qualitative 
characteristics as new variables for inclusion in regression analyses. The approach 
taken was highly scrutinised by the supervisory panel and cross-checked by both 
qualitative and quantitative experts on the panel.  
5. Paradigm mixing legitimation 
As described in Chapter 3 Study Design, the study was underpinned by the 
philosophy of critical realism. The approach taken in this study was to present 
each component (quantitative and qualitative) in its pure form and then at the 
stage of integration, to consider the two components together and make meaning 
from this. This approach is considered a good solution to the tension often 
associated with combining competing paradigms [297]. It also followed the thread 
of critical realism running through the study, which places value on both 
paradigms at the same time valuing their compatibility in terms of providing a 
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measurable view of reality, tempered by the subjective experiences and 
perspectives that provide depth and understanding to this reality. 
6. Commensurability legitimation 
In order to fulfil this requirement, Onwuegbuzie and Johnson [297:59] state that 
the researcher must learn to “make gestalt switches from the qualitative lens to 
the quantitative lens”. This iterative process leads to the creation of a third 
viewpoint, that is informed by both components of the study and results in the 
development of meta-inferences  reflective of a larger world view than could be 
achieved through the lens of either viewpoint on its own.  This third viewpoint was 
achieved, and is evident, in the model, developing a positive patient experience in 
general practice: an integrated model of patient satisfaction and enablement.  
7. Multiple validities legitimation 
Each component of this study was conducted rigorously enough to stand on its 
own; the validity of each evident in the methods used. The mixed legitimation and 
strength of the meta-inferences was established in that they provided a depth and 
breadth of understanding greater than either component could provide on its own. 
8. Political legitimation 
This refers to issues with power, usually associated with the involvement of a 
number of researchers in the design, conduct and use of research. In this study 
there was one researcher, with supervisors representing both quantitative and 
qualitative paradigms. The perspectives of these supervisors strengthened the 
study in that they often presented methodological perspectives that challenged the 
conduct and analysis of the research. This was seen to improve the rigour of the 
approach.  
Political legitimation also refers to the value placed on the meta-inferences by 
consumers of this research, particularly in terms of their willingness and capacity 
to translate the evidence into practice.  Previous mixed methods studies [27] have 
been used to inform Australian government policy regarding nursing in general 
practice, which bodes well for the findings of this study in terms of the acceptance 
of mixed methods research at a policy level. The political and practical implications 
of this study will be discussed in the concluding chapter of this thesis.   
